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HE phenomenon of the formation of calculus 
in the urinary tract has attracted the atten- 
tion of medical men fron the earliest times. 
In consequence, the hypotheses advanced to ex- 
plain the cause of and the efforts made to treat 
and prevent the formation of stone have been 
legion. Hippocrates was the first to venture an 
explanation of the disease. He believed that 
waters containing certain varieties of mud and 
sand fostered the stone-forming process; he also 
emphasized the importance of inflammatory 
changes in the kidneys and bladder as essential 
factors. Schepelmann believes that the Father 
of Medicine appreciated the existence and im- 
portance of the mucoid binding substance in 
urinary concretions. Galen asserted that a rela- 
tionship exists between gout and urinary lithiasis, 
and with him began the long train of efforts to 
establish a “crystalline uric acid diathesis” as the 
forerunner of stone. This concept held sway espe- 
cially during the latter part of the nineteenth 
century, and it was during this period that the 
use of lithium salts as a “uric acid solvent” was 
much in vogue in the therapy of both gout and 
stone. 


THEORIES OF THE FORMATION OF CALCULUS 


In 1856 Meckel expounded the doctrine of a 
“stone-forming catarrh” in which a low-grade 
catarrhal inflammation of the kidneys leads to the 
precipitation of certain elements of the exudate, 
with certain of the urinary salts, and thus the 
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stone has its origin. But little was done exper- 
imentally until the middle of the last century. 
In 1857, Rainey produced atypical bizarre crys- 
tals of carbonate, oxalate, and phosphate of lime 
by precipitating these materials from media 
containing colloidal substances such as gelatin, 
albumin, gum acacia, and mucus. He suggested 
a relationship between such atypical crystal de- 
position and urinary concrements. 

Ord and Shattock, in 1895, confirmed and 
extended the ideas of Rainey. They showed that 
calcium oxalate usually crystallizes from water 
solutions as octahedra, but in colloidal media 
tabloid, dumb-bell, and spheroid forms were 
obtained. An examination of the nucleus and 
body layers of calculi of calcium oxalate showed 
these to be composed of atypical crystals in 
many respects resembling the forms produced 
in vitro. These crystals were such as might 
have been deposited in a colloidal medium and 
seemed to be fused together by an organic matrix. 
Fowler, in 1906, studied a series of calcium-oxa- 
late calculi and came to similar conclusions. 

Ebstein, in 1884, carefully analyzed calculi 
and proved the existence therein of an organic 
matrix. With Nicolaier, in 1891, he reported an 
extensive series of feeding experiments using, 
among other drugs, different derivatives of oxalic 
acid. They were surprised to find that one of the 
derivatives, the diamid of oxalic acid, commonly 
known as oxamid, on being fed to animals of 
different species, was excreted in the urinary 
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stream and in many instances formed concretions 
varying in size from yellow particles of sand to 
hard masses 1 cm. in diameter. Chemical analy- 
sis showed the stones to consist of oxamid plus 
an organic substance which Ebstein believed to 
be albumin. He held that the desquamative 
catarrh and epithelial débris caused by the toxic 
action of the oxamid on the renal epithelium fur- 
nished the colloidal material by means of which 
the stone-forming crystals were precipitated. 

Tuffier, in 1893, and Rosenbach, in rort, re- 
peated the work of Ebstein with positive results. 
Rosenbach found that partial or complete section- 
ing of the nerve or blood supply of one kidney 
or ligating one ureter, was followed by a rela- 
tive deficiency of excretion on that side, with 
an excess of excretion of the stone-forming 
material on the other. 

Schaede, in 1909, advanced the idea that stones 
are formed by the clotting of fibrinogen in the 
urine with the simultaneous precipitation of uri- 
nary crystalloids. Fibrinogen, according to 
Schaede, is an “irreversible colloid” or one which, 
having passed to the state of clot or gel, cannot 
spontaneously return to the suspensoid phase, 
that is, the state of colloidal solution. Schaede 
was able to produce stony masses in vitro by mix- 
ing fibrinogen with freshly precipitated lime salts 
and by then clotting the mixture with calcium 
chloride. The weakest point in Schaede’s claim 
lies in the fact that fibrinogen in demonstrable 
quantity is not usually associated with stone- 
forming urine, while the rare instances of excessive 
fibrinogenuria, such as have been reported by 
O’Conor, have not been associated with stone. 
However, there are rare cases of fibrin calculi, 
such as those reported by Gage and Beal, which 
might have such origin. 

Among other evidences of a chemical cause of 
stone are cited the occurrence of xanthin calculi 
in xanthinuria, of cystin calculi in cystinuria, the 
relatively infrequent occurrence of uric acid 
gravel in acute gout, of oxalate calculi in oxaluria, 
and of phosphatic calculi in phosphaturia. There 
is, so far as we know, no evidence of increased 
excretion of uric acid, oxalate, or phosphate in the 
greater number of patients with stone. The rela- 
tion of uric acid lithiasis to gout is much disputed 
and was denied by Virchow. Bouchard reported 
eighty-seven instances of uratic calculi in 1,000 
gouty patients, while Brugsch noted that six of 
thirty patients with gout passed uric acid gravel. 
Moore, in eighty necropsies on gouty patients did 
not find evidence of lithiasis. However, it is the 
usual textbook statement that gout predisposes 
to stone. 


If stone is due to a local mechanism at work in 
the kidney, then an increased elimination of uric 
acid or of oxalate or phosphate would probably 
enhance the chances of lithiasis by furnishing a 
more abundant supply of the material of which 
the stone is composed. 

Much has been written concerning diet as the 
cause of stone, but the evidence is inconclusive. 
High purin, oxalate, and phosphate diets have 
been condemned as predisposing causes. Roberts 
attempted to explain the high incidence of calculus 
in India as being due to excessive elimination of 
uric acid. This, he contended, was the result of 
a high vegetable diet, with high potassium and 
low sodium-chloride intake. Possibly the major- 
ity of writers continue to assail a high calcium 
intake as the cause of stone, in spite of the fact 
that our available pharmacological and clinical 
evidence is against such an etiologic factor. 

Calcification in necrobiotic tissues, metabolic 
errors, deficiency in oxidation, neuroses, sedentary 
habits, and the like have also been considered 
causal factors (124). Young (127), in Osler’s 
System of Medicine, says that concentration of 
crystals in the collecting tubules, with subsequent 
erosion of the minute mass through a renal papilla, 
serves to initiate the stone-forming process. 
Kleinschmidt believes that small, soft stones are 
due to sudden precipitation and compression of 
crystals while larger calculi result from deposition 
of crystalline material on small stones. 

Kuester and Rovsing have suggested that from 
uric acid infarcts in infants, crystals may form 
and, being retained, may lead to calculus deposi- 
tion in later life. Israel and Maas have pointed 
out that renal trauma is not infrequently followed 
by calculus, while Seefisch and Mueller have 
written extensively on the frequent incidence of 
calculus following spinal cord lesions. 

The so-called anatomical or mechanical theories 
of stone formation are based on the relative fre- 
quency with which stones have been found asso- 
ciated with urinary stasis, diverticula, stricture, 
prostatic hypertrophy, and other forms of ob- 
struction. It has also been asserted that foreign 
material, renal or extra-renal in origin, is the 
cause of stone, as a result of reduplication of sur- 
faces and the increased opportunity for surface 
tension phenomena to come into play. The 
significance of such association, which has been 
clinically established by the work of Rovsing, 
Schenck, Hunner, Braasch and Moore, Crenshaw, 
and others, will be considered in an experimental 
study soon to be published. 

The bacterial or infectious hypotheses of the 
formation of stone are in part based on the demon- 
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stration of bacteria in stones and on the fact that 
the kidney associated with stone is almost always 
infected. The clinical relationship between car- 
bonate and phosphate calculi and urinary infection 
has been emphasized particularly, but it must be 
borne in mind that the infection has supposedly 
brought about the deposition of stone by changing 
the reaction of the urine, and not necessarily by 
other means. For this reason the urate and oxa- 
late stones have been considered usually as non- 
bacterial in origin. 

Within the past few years Rosenow has devel- 
oped the doctrine of elective localization and 
specific activity of bacteria. He has been able to 
produce cholecystitis and cholelithiasis experi- 
mentally by the intravenous injection of bacteria 
obtained from the gall-bladders of patients with 
gall-stones. He has suggested that specific in- 
fection may likewise be related to urinary lith- 
iasis. Charles H. Mayo has suggested that uri- 
nary calculi are formed by the secondary invasion 
of a previously established low-grade pyelone- 
phritis by specific stone-forming bacteria. 

Recently Meisser and Braasch have produced 
alkalin phosphatic cystitis and urinary concre- 
tions by applying Rosenow’s specific bacteriolog- 
ical methods. This is an important step forward 
and is probably the best existing evidence that 
specific bacteria are related to the process of 
stone formation. 


THE PHYSICO-CHEMICAL FEATURES OF URINARY 
CONCREMENTS 


Albarran divided calculi into those unaccom- 
panied by infection, “primary calculi,” and those 
which appeared clinically to be due to infection, 
“secondary calculi.” The primary calculi in- 
cluded uric acid, ammonium and sodium urate, 
calcium oxalate which formed in highly acid 
urines, and also calcium phosphate (crystalline) 
and calcium carbonate (crystalline) which formed 
in alkalin urine whose reaction was not due to 
infection, or in urine faintly acid or neutral. The 
rare calculi of cystin, xanthin, indigo, urostealith, 
and fibrin were also considered primary. Second- 
ary calculi were found in alkalin urine whose 
alkalinity was due to the conversion of urea into 
ammonium carbonate by so-called urea-splitting 
organisms. These included, therefore, ammon- 
ium magnesium phosphate and the calcium 
phosphates and carbonates of the amorphous 
varieties. 


VARIOUS CHEMICAL TYPES OF CALCULI 


Clinically, there is no uniformity of opinion as 
to the relative occurrence of the different chemical 


types of calculi. The work of Morris, Thompson, 
Kahn, and Rosenbloom, and others is conflicting. 
A careful review of the many articles listed in the 
bibliography leads us to believe that the variation 
of opinions is due as much to the fact that no one 
observer analyzes a sufficient number of stones | 
from which conclusions may be drawn as to the 
discrepancies in technique. 

Calcium oxalate, uric acid and urates, phos- 
phates, and carbonates, in the order named, ap- 
pear to be the most frequent constituents, the ves- 
ical calculi of India and China seem to be mostly 
of the urate and oxalate variety. It is said that 
uric acid predominates in Europe and oxalate in 
North America (18). Kahn and Rosenbloom 
believe that calcium oxalate composes the bulk 
of most stones and that uric acid is present 
for the most part in traces, seldom in amounts 
over 10 percent. A few of their stones contained 
slight amounts of phosphorus. 

Most authors consider the nucleus of the stone 
to consist of ammonium urate in infants, of uric 
acid in young adults, and of calcium oxalate in 
older persons. Renal stones from patients of all 
ages are likely to contain more oxalate, while ves- 
ical calculi are chiefly composed of uric acid and 
phosphate. Carbonatic stones, while common in 
the lower animals, are rare in man although min- 
ute amounts of carbonate are often found. 

Many stones are layered, the layers consisting 
not infrequently of different chemical constituents, 
either pure or mixed. A phosphate-carbonate 
layer may alternate with an oxalate-urate layer. 
This feature has been explained as due to a change 
in the reaction of the urine during the time of the 
formation of the stone, the phosphate-carbonate 
layer precipitating while the urine is alkalin, and 
the oxalate-urate layer precipitating while it is 
acid. Layers of oxalate may alternate with 
layers of urate and here again differences of hy- 
drogen-ion concentration or of colloidal relation- 
ship have been used to explain the cause. 


FACTORS DETERMINING THE SHAPES ASSUMED BY 
CALCULI 


The shapes assumed by calculi is believed to be 
determined largely by the site of the develop- 
ment of the stone. Thus, small calculi, lying in 
the minor calices, usually have the contour of the 
calyx, and larger “‘stag-horn” stones may uni- 
formly follow the pelvic outline. However, 
“‘jackstone and mulberry” varieties of the oxal- 
ate stones are difficult to explain on such a basis. 
Their shapes may possibly be due to internal 
molecular forces which came into play during their 
deposition and growth. 
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THE MICROSCOPIC STRUCTURE OF CALCULI 


The structure of calculi can be mentioned only 
in passing. The works of Ord and Shattock, and 
Fowler (29) should be consulted for detail. All 
stones seem to be composed of crystals microscop- 
ically atypical in size and shape from the usual 
crystals of similar chemical composition found 
in voided urine. These crystals are fused to- 
gether with a matrix of organic material, often 
pigmented in clefts and interstices. Most stones 
show a tendency to lamination and radial striation. 
Certain earthy phosphates precipitate from 
faintly acid or neutral urine and consist of large 
crystals macroscopically distinct and only partly 
fused. These show no lamination. In pure phos- 
phatic calculi, firm amorphous material is fused 
and the lamination is also absent. Young holds 
that the nucleus of urate and oxalate calculi is 
not laminated, but the outer layers become con- 
centrically striated as they are deposited. Cystin 
calculi are not laminated although they may 
attain large size. Typical or slightly atypical 
hexagonal crystals are fused in a waxy mass. 


SIGNIFICANT CLINICAL FEATURES ASSOCIATED 
WITH CALCULI 


Stones occur more often in males than in fe- 
males, the ratio being two to one in the Mayo 
Clinic series (12). They recur in less than 10 per 
cent of cases after their removal at operation 
where fluoroscopy and later reraying fail to 
reveal fragments which have been overlooked. 
Following the removal of a stone-forming kidney 
the development of stone in the remaining kidney 
is extremely rare,while recurrence in damaged 
kidneys, formerly the site of large branched 
stones, is not uncommon. Renal and ureteral 
stones are probably bilateral in approximately 
15 per cent of cases, and renal stones are multiple 
in about 33 percent. The right and left sides are 
about equally involved. These clinical features 
are strongly suggestive of a local stone-forming 
process at work in the kidney, the ureters, or 
the bladder. 


CONDITIONS UNDER WHICH URIC ACID, URATES, 
OXALATES, AND PHOSPHATES ARE DEPOSITED 
FROM URINE 


The most common constituents of calculi 
are oxalates, urates, and phosphates. Uric acid, 
calcium oxalate, calcium phosphate, and ammo- 
nium magnesium phosphate are practically insolu- 
ble in neutral distilled water. They are the most 
insoluble constituents of the urine, where they 
are present in smaller quantities than other im- 
portant crystalloids. Normally about 0.7 gm. of 


uric acid, 0.015 gm. of oxalic acid, 2.5 gm. of 
phosphoric acid, and 0.25 gm. of calcium are 
eliminated every twenty-fourhours. These insol- 
luble substances are held in solution in urine to a 
far greater degree than in water. This property 
of urine to hold uric acid and calcium oxalate and 
phosphate in solution has been attributed by 
most physical chemists, including Schaede, Bech- 
hold, and Lichtwitz, to the presence of so-called 
protective colloids (Schutzkolloide). For example, 
Lichtwitz has shown that the extraction of colloid- 
al material from the urine by means of benzin 
will result in the immediate precipitation of 
phosphates. On dialyzing the urine against water 
the urinary crystalloids were found by Lichtwitz 
to pass into the water and to be precipitated. The 
precipitate consisted chiefly of calcium oxalate. 


URIC ACID AND URATES 


Uric acid is deposited in acid urine in several 
forms. It is believed to be present in solution as 
the monosodium salt. Monosodium phosphate, 
however, tends to take the sodium from sodium 
urate and is thereby converted to disodium phos- 
phate. The uric acid thus formed is compara- 
tively insoluble. Hence, a high percentage of 
acid phosphates will tend to lower the solubility 
of uric acid, while the neutral phosphates will 
tend to increase its solubility. Sodium chloride, 
urea, and the urinary colloids seem to increase the 
solubility of uric acid. Blatherwick has shown 
that uric acid is not deposited in urine if the alka- 
linity is greater than P,7 whereas the acid urines 
deposit it in increasing amount as the acidity goes 
above P,7. 


OXALIC ACID AND OXALATES 


According to most authors, oxalic acid owes 
its presence in the urine to incomplete oxidation 
of uric acid or of carbohydrate. Others believe 
it is formed in the stomach by carbohydrate 
fermentation. In excessive oxaluria it is assumed 
that this deficiency of oxidation or fermentation 
assumes a pathologic degree, although some 
authors attribute the condition to lowered urinary 
acidity, claiming that the excretion of oxalate is 
not actually increased. A dietary or exogenous 
source of oxalic acid in the urine depends on the 
ingestion of certain foods, such as rhubarb and 
spinach. It is extremely doubtful if such a diet 
can have more than a remote influence on calculus 
production. The precipitation of calcium oxalate 
takes place best in faintly acid urine. It is also 
deposited readily in alkalin urine, but is supposed 
to be held in solution in urine of high acidity. 
Magnesium salts and acid sodium phosphate tend 
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to increase its solubility. In any crystalline oxa- 
luria the limits of solubility of the calcium oxalate 
have been reached and discrete unfused octa- 
hedra separate and are passed in large numbers. 
Calculi are seldom found under such conditions. 


PHOSPHATES 


The phosphates in urine are largely from exog- 
enous or dietary sources. Only 1 to 4 per cent 
come from the disintegration of body tissues. 
Calcium and magnesium phosphates may be de- 
posited in faintly acid or alkalin urine, while 
triple ammonium magnesium phosphate is de- 
posited usually in infected alkalin urine. The 
experiments of Lichtwitz seem to show that col- 
loidal material is necessary in order to carry them 
completely in solution. The urinary reaction, 
however, is equally important, and again many 
authors attribute the phosphaturia seen in debil- 
itated persons to lowered urinary acidity rather 
than excessive secretion of phosphates. We have 
found no statistical evidence of an unusually high 
incidence of phosphatic calculi in phosphaturia. 


CALCIUM AND MAGNESIUM 


The calcium and magnesium metabolism is of 
interest in relation to the “water theories” of 
stone. The daily urinary output of calcium is 
about 0.1 to 0.4 gm. expressed as calcium oxide. 
By far the greater part of the calcium in health is 
excreted from the bowel. Intravenous injections 
and feeding of calcium salts do not materially 
increase the calcium content of the urine (20, 22, 
125), as most of the element is excreted through 
the intestine. In states of low calcium content 
of the blood and tissues an excess absorption 
may take place from the intestine, but with a 
normal calcium balance in the body an increased 
ingestion of calcium will not lead to a marked 
increase either in the blood or in the urine. An 
increased ingestion of magnesium salts leads to an 
increase of calcium in the urine; the converse is 
also said to hold true. 

Magnesium is eliminated to the extent of o.1 
gm. to 0.3 gm. each day, expressed as magnes- 
ium oxide. Its amount depends on the diet. 
Fifty per cent of magnesium ingested passes 
through the kidneys, the remainder through 
the intestines. So far as we know, disturbances 
of magnesium metabolism are unrecognized in 


pathology. 


CYSTINURIA AND CYSTINE CALCULI 


Cystinuria is an error of metabolism which is 
inborn and hereditary (34, 43, 125). Males seem 
to be affected by the disease twice as often as 


females. Cystin is the amino acid which con- 
tains the sulphur of the protein molecule. It is 
ordinarily destroyed in two ways: by conversion 
to taurin and then to taurocholic acid, which is 
excreted in the bile, and by oxidation to sulphates, 
which are excreted in the urine. In cystinuria 
this mechanism seems to be interfered with, prob- 
ably more in the oxidation to sulphate than in the 
conversion to taurin. In consequence, large 
quantities of cystin find their way to the urinary 
stream, when they are carried in solution if the 
urine is alkalin; an acid urine, however, precipi- 
tates the cystin as colorless hexagonal plates. 
Cystinuria is often associated with cystin stones; 
in most instances the calculi first attract atten- 
tion to the condition. It is difficult to know how 
often cystinuria is unaccompanied by calculi. 
As cystin crystals are precipitated only in acid 
urine, many cases of alkalin cystinuria may be 
missed even if the urine is examined microscopi- 
cally. The familiar occurrence of cystinuria may 
be one of the explanations of the relatively few 
cases of calculus in family groups (98, 78, 9). 
Cystin calculi may be pure in chemical composi- 
tion or mixed with other ingredients, such as uric 
acid and oxalates. The feeding of ammonium 
carbonate to alkalinize the urine has been strongly 
recommended in cases of cystinuria as alkaline 
urine dissolves cystin and thus prevents the 
formation of stones. 


XANTHINURIA AND XANTHIN CALCULI 


Xanthin is a normal urinary constituent. It is 
the most abundant purin base present. It is 
always soluble in normal persons, the appearance 
of xanthin crystals in the urine being considered 
an evidence of a pathologic condition. However, 
the nature of this crystalline xanthinuria is a 
matter of total ignorance. The condition is very 
rare. Xanthin is often mixed with uric acid 
calculi and is rarely found as the chief con- 
stituent of stones. Rosenbloom collected six 
such cases from the literature and reported a 
seventh of his own. 


RARE TYPES OF CALCULI 


Two cases of indigo calculi are on record. It is 
presumed that the indigo was derived from indican 
by oxidation. 

Fatty stones (urostealiths) have been occasion- 
ally described. Their source and chemical com- 
position are veiled in obscurity and we have 
found little literature on the subject. Horbac- 
zewski analyzed one such specimen and found 
protein, fatty acids, and neutral fats to be the 
chief constituents. 
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Cholesterol calculi have been found in rare 
instances (125), but the cause is utterly unknown. 
Horbaczewski found one such calculus in a patient 
who had had cystin calculi. 

Fibrin calculi occur infrequently. They appear 
to consist of alternating layers of fibrin and cal- 
cium phosphate and are associated with repeated 
attacks of hematuria, the nature and cause of 
which are obscure. The review of the subject by 
Gage and Beal is interesting. Possibly it is in 
such cases that Schaede’s hypothesis of the for- 
mation of the calculi may find an application. 


THE GEOGRAPHIC DISTRIBUTION OF URINARY 
CALCULI 


’ No investigation of urinary calculi is complete 
without consideration of their geographic dis- 
tribution. An analysis of the literature shows 
that the conceptions of the present day are based 
largely on the work of Hirsch and several more 
recent contributions from Chinese and Indian 
sources. The data are drawn chiefly from hos- 
pital statistics, mortality records, and the expe- 
rience of individual practitioners. Naturally, data 
from well-organized hospitals with properly tab- 
ulated case records and necropsy protocols are 
‘most valuable. Mortality statistics are based 
chiefly on death-certificate reports and are likely 
to vary with the training of physicians and the 
consequent liability to errors in diagnosis. The 
fact that in the majority of patients calculi are 
not the primary cause of death also renders such 
data unreliable. However, on a large scale, mor- 
tality records may be of value. The experience 
of individual physicians contains so much of the 
personal factor that this seems the least reliable 
source of all. 

According to most observers, the formation of 
calculus is uniformly high in Holland, Syria, 
Lower Egypt, Persia, Italy, Morocco, and Algiers. 
The rarity of the condition in Iceland, Norway, 
Sweden, Denmark, Finland, Northern Russia, 
Germany (except endemic), Ireland, East Indies, 
West Indies, East Africa, Central Africa, West 
Africa, Nubia, Tunis, Polynesia, Australia, Brit- 
ish Guiana, Uruguay, Peru, and Nicaragua has 
been emphasized by practically all writers on the 
subject, most of whom quote Hirsch’s obser- 
vations. 

Urinary lithiasis seems to be endemic in cer- 
tain localities, often circumscribed within narrow 
geographic limits. Among such localities are the 
Canton province of China (extremely high), the 
Punjab and interior upland districts of India, 
Arabia, Germany (Altenburg has a high inci- 
dence within a radius of sixty miles; old Bavaria, 


and certain Alpine districts), England (Norfolk, 
Bristol, and other isolated areas), Scotland, 
Italy (especially in Brescia and Cremona), Mex- 
ico (Oaxaca), France, and Central Russia (a 
very high incidence in the region around Mos- 
cow). 

The relationship of the soil and water to the 
incidence of stone has been studied only super- 
ficially. Areas in which stone is of frequent occur- 
rence and limestone is plentiful are the basins of 
the Don and Volga, the eastern counties of Eng- 
land, Wuertemberg, Italy (Brescia and Cremona 
districts), Syria, Bosnia, and Herzegovina. Stone 
abounds in countries in which limestone is not an 
abundant constituent of the soil, e. g., Canton 
Province of China, the Island of Mauritius, 
Indian districts, the Duchy of Altenburg, and 
Lorraine. Certain limestone areas in which the in- 
habitants are notably free from stone are the 
West Indies, the Barbados, Western Switzerland, 
many parts of England and America, and the 
limestone districts of India. In this connection 
it may be noted that in the Alpine districts in 
which limestone and calculus are coincident most 
of the natives drink rain water from cisterns. 

Frederick L. Hoffman, of the Prudential Insur- 
ance Company, has carried out an extensive in- 
vestigation! of the geographic data for the United 
States. A careful study of his tables reveals an 
increase in the recorded death rate from urinary 
calculus within the last two decades. There is a 
certain definite variation among the states, a 
tendency to parallelism, in many instances, be- 
tween deaths from biliary and urinary calculus, 
and an increase in the mortality with the advance 
of age. 

On the whole, a study of the literature leaves 
us dubious with regard to the geographic ele- 
ment in the cause of stones. The tendency to 
formation of calculus in limestone regions, in 
cold, warm, dry, damp, tropical, or temperate 
countries is not clear. It seems that the ex- 
tremely cold regions of the far North are 
peculiarly exempt and that certain districts, 
particularly China and India, are more liable to 
this condition than others. 


RACE 


Racial differences seem to play little part. The 
Jews of Northern Germany, Christians in the 
Balkan States, and Italians in America are accred- 
ited with a high incidence. The negroes have long 
been considered exempt, but Hoffman’s tables 
throw new light on this statement. They show 


1 Dr. Hoffman's work is soon to appear in the International Journal 
of Public Health, Geneva, Switzerland. 
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that the mortality from urinary lithiasis, in this 
country at least, is about equal in the two races. 


HEREDITY 


The familial incidence of cystin calculi has been 
mentioned. Some authors ascribe uric acid 
calculi to a familial tendency but it is to be 
feared that their conclusions are drawn more 
from the hereditary nature of gout than of stone. 


AGE 


The greatest discrepancies of opinion occur 
with regard to age. Various writers consider 
children almost exempt, while others hold that 
the incidence in this group is extremely high. 
The age of greatest occurence, as judged by time 
of operation, is in the second, third, and fourth 
decades. Below ten years and above fifty years 
the incidence is much less. However, the condi- 
tion may occur at any age. Thompson, reporting 
3,492 operations for calculus (almost all vesical) 
in the Canton Hospital found 43 per cent in males 
under 20 years, 41 per cent in those from 20 to 
50, and 14 per cent in those over 50. Only 2 per 
cent of his patients were females. 


SUMMARY OF CONCLUSIONS FROM AN ANALYSIS 
OF THE LITERATURE ON THE ETIOLOGY OF 
LITHIASIS 


1. The problem of the formation of calculus 
is one of chemical precipitation. We must en- 
deavor to discover what mechanism causes urates, 
oxalates, phosphates, and so forth to be precip- 
itated in a manner to cause fused, hard concre- 
tions rather than individual crystals to maintain 
their state of isolation in their passage through 
the urinary tract. Whatever mechanism is at 
fault, we are certain that the veracity of this 
statement will remain unaffected. 

2. Differences of reaction as determined by 
the hydrogen-ion concentration and qualitative 
and quantitative changes in the colloidal mate- 
rials of the urine, such as pigments, mucin, nebec- 
ula, albumin, and nucleo-albumin have been 
shown to influence the nature of urinary sedi- 
ments both chemically and physically. The 
microscopic and gross features of calculi seem to 
show that an abnormal variation of these factors 
is at work in the formation of stone. 

3. Geographic distribution, race, heredity, 
age, diet, sex, and trauma seem to offer little sug- 
gestion with regard to the cause of concrements. 
If factors at all, they are probably of secondary 
importance. 

4. The three commonest diseases associated 
with a visible increase in the crystalline content 


of the urine, that is gout, oxaluria, and phospha- 
turia, are found far more frequently without 
calculus deposition than with it. Many authors 
have assumed that there is a high incidence of 
lithiasis in such diseases, but have offered little 
or no statistical evidence in support of their views. 

Xanthinuria and cystinuria are undoubtedly 
necessary to the formation of xanthin and cystin 
stones, but how often patients with xanthinuria 
and cystinuria escape calculus formation is 
problematic. 

5. On the whole, the clinical evidence of the 
cause of stone points to a local mechanism at 
work in the pelvis of the kidney or in the bladder. 
The frequent occurrence of demonstrable foci 
of infection in patients with calculi, and the 
almost universal finding of infected kidneys and 
bladders associated with stone lend, tremendous 
weight to the idea of a specific stone-forming 
infection. It is conceivable that at times excessive 
excretion of crystalloid material may reach such 
a degree that the normal “protective” colloids of 
the urine cannot handle the extra burden. Under 
such conditions calculi may form. Likewise, it is 
possible that qualitative or quantitative changes 
in the urinary colloids may occur without bacte- 
rial infection. Such changes may lead to the form- © 
ation of concrement, even though the urinary 
crystalloid excretion remains within normal 
limits. 

6. There is little direct evidence that anatom- 
ical factors or stasis can initiate the stone-form- 
ing process, but their frequent association with 
calculus makes it seem likely that the stone- 
forming mechanism may work to better advan- 
tage under such conditions. 
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ABSTRACTS OF CURRENT LITERATURE 
GENERAL SURGERY—SURGICAL TECHNIQUE 


OPERATIVE SURGERY AND TECHNIQUE 


Imbert, L.: Remarks upon Autoplasty (Notes 
d’autoplastie). J. de chir., 1921, xviii, 113. 

The fundamental difficulty in all plastic skin 
operations is the maintenance of the nutrition of 
the flap. Success in overcoming this difficulty 
depends upon many anatomical and mechanical 
factors in addition to general conditions which 
influence the vitality of the transplant. 

Two vascular plexuses run parallel to the surface 
of the skin. The deep plexus, which is derived from 
the subcutaneous tissue, is connected with the 
superficial plexus by a number of very fine vessels. 
The area of skin between is rather poorly nourished. 
The transplant must therefore include the entire 
thickness of the skin. The ideal technique consists 
in dissecting the flap in the direction of the arteries 
but this is often impractical. 

In general, the principal nutrition of the flap must 
be obtained from its pedicle although at times it 
may be sufficiently nourished by anastomoses from 
the surrounding tissues. Consequently it is rational 
to direct the pedicle in accordance with the general 
circulation of the particular part of the body under 
consideration. The width of the pedicle must de- 
pend upon the abundance of vessels which course 
within it. The narrow, highly vascular pedicle is 
very well exemplified in the frontal transplant which 
may be obtained for a rhinoplasty. In the majority 
of cases, however, the surgeon must depend upon 
vascular anastomoses from the surrounding tissues. 
The surgical problem therefore is how large a flap 
may be successfully nourished by a pedicle of a 
given size but it must be remembered that the 
ultimate vitality of the flap does not depend solely 
upon the mechanics of the circulation as thromboses 
and infections are often disturbing elements. 

In considering the vitality of the flap one often 
neglects to consider the area in which the transplant 
is to be placed. The tissues must be freshened and 
disinfected and all scar tissue must be thoroughly 
removed before the flap is applied. The author has 
found that the results are more often successful 
when the angle of torsion of the pedicle is between 
45 and 135 degrees. 

Imbert does not free the pedicle until at least 
seventeen days have elapsed. The usual interval is 
twenty to twenty-one days. The sectioning is done 
under local anesthesia. At times it is best to do 
it gradually at two or three sittings as this makes 
it possible to judge the vitality of each portion of 
the flap cut away. 


The author’s results with homoplasty have been 
uniformly poor even under the most favorable 
conditions. Loyar E. Davis, M.D. 


Costantini, H.: The Value of a Combined Incision 
in the Abdomen and Thorax in the Surgical 
Exploration of the Left Hypochondrium 
(Valeur de incision combinée de ’abdomen et du 
thorax dans l’exploration chirurgicale de Vhypo- 
chondre gauche). J. de chir., 1921, xviii, 130. 

The operative technique described by the author 
permits wide exposure of the left hypochondrium 
without the risk of creating a pneumothorax or the 
necessity of resecting any of the ribs. 

The operation is carried out with the patient lying 
upon the right side with the pelvis and lower limbs 
acutely flexed upon the trunk. A transverse incision 
from the midline at a point midway between the 
xiphoid process and umbilicus is made to the tip of 
the left tenth costal cartilage. The abdominal cavity 
is entered and the tips of the first and second fingers 
of the left hand are introduced. With these fingers, 
the lateral wall of the diaphragm is held firmly 
against the ninth and tenth ribs. 

A lateral skin incision is then made following the 
course of the ninth intercostal space down to, and 
exactly dividing, the intercostal muscles. The 
cartilage between the anterior extremities of the 
ninth and tenth ribs is removed. A through-and- 
through running suture is then introduced through 
the upper edge of the divided intercostal muscles 
and the diaphragm and another through the lower 
edge of the intercostal muscles and the diaphragm. 
These tightly appose the diaphragm to the chest wall 
and seal off the pleural cavity hermetically. It is of 
course extremely important to hold the diaphragm 
against the chest wall as tightly as possible until 
this latter step is completed. 

The diaphragm is then incised between the lines 
of suture and the field of operation is exposed. 
Closure is effected by bringing the diaphragmatic 
edges together. The line of suture is further strength- 
ened by approximating the ninth and tenth ribs. 

This operation is indicated in cases of thoraco- 
abdominal wounds which have a thoracic wound of 
entry, for diaphragmatic hernia, tumors in the left 
hypochondrium, and contusions and wounds in the 
left hypochondrium which have an abdominal 
wound of entry. In the first type of case pneumo- 
thorax is already present but the incision described 
allows thorough treatment of the diaphragmatic 
wound and complete exploration of the abdominal 
viscera. Loyat E. Davis, M.D. 
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Robineau, M.: Suture of the Intestines (Les su- 
tures sur le tube digestif) Presse méd., Par., 1921, 
(25. 

In the usual intestinal anastomosis a small dead 
space is left between the sero-serous and the sero- 
muscular layers of sutures. This fact is well il- 
lustrated when the stump of an appendix is ligated 
and invaginated by a sero-serous row of sutures. 
In his own cases and those of others the author has 
observed the formation of a small abscess in this 
dead space following the escape of intestinal contents 
through the perforation of a through-and-through 
suture. 

To prevent this complication Robineau has been 
using a slight modification of the classical method. 
No sero-serous suture is applied. The surfaces of 
the bowel are incised to the mucosa and the sero- 
muscular edges are united. The mucosa is then 
incised and the posterior edges are sutured. In the 
next step the anterior edges of the mucosa are 
brought together and lastly the anterior musculo- 
serous edges. 

This method is particularly efficacious in gastric 
surgery and for lateral anastomosis of the intestines. 
The author has never seen the formation of an 
abscess or fistula following its use. 

Loyat E. Davis, M.D. 


Culbertson, C.: Use of the Sigmoid Flexure 7 
Czcum in Pelvic Peritonization. J. Am. M. 
Ass., 1921, Ixxvii, 772. 


The problem of disposing of raw areas resulting 
from peritoneal adhesions is discussed with special 
reference to the variety representing suppurative 
processes in the pelvis and lower abdomen. Trans- 
plantation of peritoneal or omental grafts is perhaps 
the best method for a small area of raw surface that 
must necessarily remain exposed. The ideal opera- 
tion on the pelvis when raw areas are produced 
leaves none but smooth peritoneal surfaces through- 
out. 

In the author’s opinion it is freedom of the ileum 
from postoperative involvement that is most de- 
sired as it is such involvement that is the cause of 
most of the distress. Intestinal obstruction due to 
involvement of the sigmoid flexure is seen more 
commonly in cases of malignancy than in cases of 
inflammation. 

If the ileum is involved it must be freed and 
peritonization must be effected by means of omental 
or peritoneal transplants. The sigmoid flexure, 
however, is capable of functioning when there is 
at least relative immobilization, and the best way to 
keep the ileum out of the pelvis is to block off the 
true pelvis entirely. This is accomplished by using 
the sigmoid and rectum alone or with the cecum on 
the right side after the appendix has been removed. 
Infiltrated and raw areas present on these structures 
are roiled under by the same procedure. 

Instead of trusting to the sigmoid flexure to be- 
come adherent, as Kelly suggested, its adhesion is 
brought about directly and the place of its adherence 


is definitely determined. In a case of generalized 
peritonitis due to bilateral salpingitis in which the 
tubes and uterus have been removed, the ovaries 
being left iz situ, the technique used is described as 
follows: 

If the sigmoid flexure has been adherent over the 
uterus and appendages, it is freed except for its at- 
tachment to the left pelvic wall. Following the re- 
moval of the affected organs and the ligation of all 
bleeding points, the sigmoid is allowed to fall back 
over the true pelvis so that all raw areas are covered. 
The round ligaments have been stitched into the 
cervical stump or over the vaginal vault. 

Beginning at the point where the peritoneal coat 
of the sigmoid is reflected from that of the pelvic 
wall, a continuous catgut suture is carried along just 
above the line of the raw tissue on the pelvic wall 
and just above the corresponding line on the sigmoid 
flexure as far as the left round ligament. Here the 
reflected flap of peritoneum belonging to the bladder 
is picked up and united with the sigmoid flexure 
across the center of the pelvis until the right round 
ligament is reached. 

From this point on, the right pelvic wall and 
sigmoid colon are brought into peritoneal approxi- 
mation as was done on the left side, until the shelf 
of the pelvis is reached, when the suture passes from 
the sigmoid to the rectum and is continued, uniting 
the rectum with the posterior peritoneum as far as 
the point where the rectal peritoneum is reflected, 
approximately just to the right of the promontory 
of the sacrum. 

The posterior peritoneal surfaces must be accurate- 
ly approximated in order to prevent the descent of a 
loop of ileum through an opening. Occasionally it is 
necessary to stitch into the intestinal wall when the 
appendices epiploice are absent as a result of 
extensive inflammatory involvement of the colon. 
Rotation of the sigmoid one-half or less is necessary 
in order to come out on the right side of the rectum 
at the point where the suture ends. This is best 
accomplished in the mid-pelvis where the vesical 
peritoneum is brought into use as here flexibility 
is greater and tension less. 

In 518 cases the sigmoid was absent only once, and 
rarely is it too short to cover unusually extensive 
raw areas. In the latter case the cecum may be 
employed to close the right side of the pelvis, while 
the short sigmoid covers the left and center. Ina 
series of 543 cases sigmoid-rectal peritonization was 
done 359 times. In addition, the rectum has been 
used for partial peritonization sixteen times. The 
method has been used after total hysterectomy 
thirty-two times, after subtotal hysterectomy 122 
times, after fundal amputation of the uterus 180 
times, with round ligament shortening three times, 
and without hysterectomy five times. The sigmoid 
was brought up over the bladder twenty-four times, 
and the cecum was brought in to cover the right 
pelvic wall twenty-eight times. An omental graft to 
cover infiltrated areas of the ileum was employed 
twenty-eight times. 
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While typically employed after hysterectomy, this 
type of peritonization is quite as effective in covering 
raw areas when the uterus remains im toto or when it 
is decreased in size by fundal amputation. In the 
majority of the operations the indication lay in 


pelvic peritonitis, but the procedure has been found 
useful also after operations for uterine fibroma,- 
carcinoma, tubal gestation, and ovarian cystoma. 
Drainage following this type of operation is un- 
necessary. N. K. Forster, M.D. 
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Precechtél, A.: Plastic Retro-Auricular Fistule 
Following Radical Trephinations (Plastik retro- 
auriculaerer Fisteln nach Radikaltrepanationen). 
Casop. lék. Gesk., 1921, lx, 289. 


When an opening of considerable size surrounded 
by scar tissue remains after the radical operation and 
the retro-auricular fistula lies in a fairly large depres- 
sion which in itself would require plastic treatment, 
the author uses the following double-flap method: 

After excision of the scar and freshening of the mar- 
gins of the fistula, a skin and muscle flap is formed 
from the upper third of the sternocleidomastoid 
muscle with its base upward. On the lower end of 
the flap a disc of skin is cut somewhat larger than 
the depression containing the fistula which is to be 
covered, and the skin of the rest of the flap is dis- 
sected away. The flap is then turned upward so 
that the disc of skin lies directly upon the fistula. 
This skin and muscle flap, which lies with its raw 
side outward, is then covered with a second skin flap 
with its pedicle posterior to the first flap, which is 
cut around toward the neck, turned up over the first 
Primary 


flap, and fastened with a few stitches. 
closure of the skin defect on the neck is effected by 


mobilization of the skin. Krnpt (Z). 

Reverchon, L., Worms, G., and Rouquier: Trau- 
matic Lesions of the Hypophysis and Multiple 
Paralyses of the Cranial Nerves (Lésions trau- 
matiques de l’hypophyse et paralysies multiples des 
nerfs craniens). Presse méd., Par., 1921, xxix, 741. 

The authors report the clinical history and 
autopsy findings in the case of a man 34 years of age 
who was injured in an automobile accident eight 
months before his admission to the hospital. At the 
time of the accident he presented all the symptoms 
of a basal skull fracture with otorrhagia on the left 
side and blood in the cerebrospinal fluid. At the 
time he entered the hospital he had complete 
paralysis of the facial nerves on the right and left 
sides and of the motor division of both trigeminal 
nerves, and complete anesthesia in the area supplied 
by the ophthalmic division of the left trigeminal 
nerve. 

Sensibility to all types of stimulation was dimin- 
ished over the supply of the maxillary and mandib- 
ular divisions of both fifth cranial nerves, the 
decrease being more marked on the left side. The 
sensory changes also involved the mucous membrane 
of the nose und mouth. With these changes in 
sensation there was a bilateral diminution in the 


corneal reflexes and corneal ulcerations which were 
more marked in the left eye. Vision was diminished 
in both eyes but there was no hemianopsia. The 
auditory nerves and the tympanic membranes were 
normal. There was bilateral paralysis of the ab- 
ducens nerves resulting in an internal strabismus. 

During the last two months preceding his en- 
trance to the hospital the patient had suffered a 
marked loss in weight and had had polydipsia and 
polyuria. His mentality had degenerated, his 
memory had become poor, and he was unable to fix 
his attention. 

Roentgen-ray examination of the skull showed an 
increase in the size of the posterior clinoid process 
of the sella turcica due to a marked irregular callus 
formation continuous with a well-defined fracture 
of the posterior wall of the sella turcica. 

The patient suddenly succumbed to cardiac 
exhaustion accompanied by deep coma. Autopsy 
showed a transverse fracture extending from one 
middle cerebral fossa to the other and through the 
base of the posterior clinoid process. Over the line 
of the fracture the dura mater was very adherent 
while the pia mater and arachnoidea were greatly 
thickened. 

The pituitary gland was unrecognizable as such, 
having been replaced by a small nodular mass en- 
closed in a dense fibrous capsule. Histologic exam- 
ination disclosed the presence of fibrous tissue poor 
in cells but no hypophyseal tissue. There were no 
gross interruptions in any of the cranial nerves al- 
though the fifth, sixth, and seventh nerves were 
very soft and friable. The gasserian ganglia, and 
especially the left one, were very adherent to the 
cavum meckelii, atrophied, and grayer in color 
than normal. 

The cranial nerve lesions could all be explained 
upon the basis of a meningeal haemorrhage following 
the fracture. The interesting question arises, how- 
ever, as to whether the symptoms of diabetes 
insipidus which were undoubtedly present were due 
to the pronounced pathology in the pituitary gland 
or to parahypophyseal injury occasioned by the basal 
skull fracture. The latter theory is suggested by the 
animal experiments of Camus and Roussy who 
caused symptoms of diabetes insipidus by the pro- 
duction of irritative lesions close to the pituitary 
gland. 

The authors compare this case with an earlier case 
reported by them which was characterized by the 
syndrome of adiposis genitalis with bitemporal hemi- 
anopsia, optic atrophy, and marked enlargement of 
the sella turcica. This patient gave a history of 
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a severe head injury some months previous to the 
-onset of the symptoms. X-ray treatments in- 
fluenced the clinical course of the condition very 
favorably. 

The authors believe there is a direct relation 
between trauma and the development of certain 
hypophyseal neoplasms. Their two cases illustrate 
entirely different types of hypophyseal destruction. 
In the first case the trauma destroved the gland 
directly while in the second case it contributed to the 
onset of a benign hypophyseal neoplasm. 

Loyar E. Davis, M.D. 


Baehr, E. M.: Tumors of the Corpus Callosum. 
Ohio State M. J., 1921, xvii, 626. 

Baehr presents a brief preliminary study of tumors 
of the corpus callosum with a report of atypical case. 

The patient, a man 65 years of age, who had a 
negative history, suddenly fell to the floor in a 
state of collapse and remained unconscious for a 
brief time. The following day he was well enough 
to return to his office. Before the week had elapsed 
he had become confused, disoriented, and out of 
touch with time and events. His mental state was 
a rather rapidly advancing soporific stupor with 
loss of all spontaneity and interest which was 
accompanied by an expression of confusion and 
daze. He was docile and obedient, knew his family, 
and for a few days answered questions. 

Physical examination revealed no abnormalities 
except difficulty in defecation and loss of bladder 
control. The blood pressure was 120 mm., and the 
discs, reflexes, and urine were normal. 

In the course of a few weeks the patient became 
more and more stuporous and died without ever 
having paralysis or convulsions. 

Postmortem examination of the brain disclosed a 
large spongy tumor confined strictly to the corpus 
callosum and symmetrically distributed, extending 
bilaterally over the striate bodies into the white 
substance of the frontal lobes. There was complete 
destruction of the corpus callosum. Microscopic 
section showed the growth to be a small round-cell 
sarcoma. 

A review of the reported cases indicates that the 
chief difficulty in diagnosis was due to the symp- 
toms caused by the extension of the tumor and pres- 
sure on distant parts. 

The syndrome of Bristowe is quoted as an aid to 
the diagnosis. This is as follows: (1) gradually 
increasing evidence of cerebral involvement, (2) 
absence or relative insignificance of signs of in- 
creased intracranial pressure, (3) deep disorder of 
the intelligence characterized by an unusual type 
of stupor and peculiar non-aphasic speech defects, 
(4) absence or infrequency of impairment of the 
cranial nerves, and (5) hemiparetic manifestations 
with possibly slight impairment of the opposite side. 

The author draws the following conclusions: 

The mental disorders stand out prominently in 
all cases: progressive loss of spontaneity, well- 
defined memory disorders, interruption in the nor- 
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mal sequence of ideas, and loss of discrimination but 
conservation of intelligence until late in the course 
of the process. The author offers a briefer syndrome 
than Bristowe’s, as follows: (1) disorders of intelli- 
gence of the type described, (2) absence or insignifi- 
cance of signs of increased intracranial pressure, 
(3) absence of definite evidence (Kennedy’s signs) of 
tumor of the frontal lobe, and (4) absence of paraly- 
tic or convulsive phenomena until, as the result of 
encroachment, motor and sensory pathways or the 
cranial nerves are affected. J. J. Lesowrrz, M.D. 


Tzaico, A.: Autoplasty on the Lower Lip by Doubly 
Inverting a Flap from the Neck (Autoplastie de 
la lévre inférieure par lambeau cervical deux fois 
renvers¢). Presse méd., Par., 1921, xxix, 723. 

In the complete excision of a carcinoma of the 
lower lip a large amount of tissue is often removed 
and in some instances sufficient tissue cannot be 
turned down from the cheeks or the upper lip to 
bridge the defect. To repair this area successfully 
the author has devised a plastic operation which 
utilizes a flap of skin obtained from the median 
line of the neck. 

Two longitudinal incisions slightly divergent and 
about four times as long as the width of the defect 
are made downward from the angles of the mouth and 
united by a transverse cut. The skin is then dissected 
upward so that the base of the flap is in proximity 
to the lower lip. Care is taken to maintain uniform 
thickness in the flap. The flap is then turned upward 
and its edges are sutured to those of the area of 
defect. The outer layer of skin is then in proximity 
to the teeth and gingiva but the author maintains 
that this surface undergoes changes so that ultimate- 
ly it resembles mucous membrane. The upper end 
of the flap is then turned downward and its edges are 
sutured. This brings about a doubling of the 
original flap and the approximation of its dissected 
surfaces. The dissected surfaces are accurately and 
tightly apposed to prevent the formation of a 
hematoma. 

If necessary, transverse incisions are made 
along the inferior border of each mandible in order to 
resect all glandular tissue. These edges are then 
united and the original median and _ transverse 
incisions in the neck are brought together. Horse- 
hair sutures are used throughout to prevent un- 
necessary suture scarring. In the formation of the 
flap allowance is made for retraction. 

Loyat E. Davis, M.D. 


Ombrédanne, L.: Restoration of the Lower Border 
of the Nostril in Simple Harelip. (Restauration 
du seuil de la narine dans le bec-de-lévre simple). 
Presse méd., Par., 1921, xxix, 703. 

In harelip operations surgeons have given nearly 
all their attention to the reconstruction of the lip 
and have almost entirely neglected the correction of 
the nostril. When the nostril is not properly re- 
formed there is always decided disfigurement, 
however well the lip has been reconstructed. 
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For the reconstruction of the lip Mirault’s method 
as modified by Jalaquier is recognized as the best. 
In Ombrédanne’s opinion a similar procedure should 
be employed in reconstructing the nose but he uses a 
symmetrical strip which is cut inversely to that used 
by Mirault and is formed at the right side. He 
states that at the two extremities of the labial 
fissure the same autoplastic manceuvre must be done 
exactly on both the buccal orifice and the nostril. 
To form a good lip, Strip A must join exactly at 
A’, and to form a good nostril, Strip B must join 
exactly at B’ (See figs. above). W. A. BRENNAN. 


NECK 


Lenormant, C.: Four Cases of Malignant Bran- 
chioma (Quatre cas de branchiomes malins). 
J. de chir., 1921, xviii, 358. 

In Lenormant’s opinion primary malignant tu- 
mors of the neck of branchial origin are not so rare as 
the textbooks would lead us to believe. The clinical 
symptoms are sufficiently clear-cut to enable any 
experienced surgeon to recognize them at once and 
he will find them quite often if he looks for them. 
Siegel found six unpublished cases in two years and 
Lenormant operated upon four cases in the same 
space of time. Three of the latter four cases had the 
usual evolution: a hard and irregular kernel appeared 
deep in the carotid or the carotid-submaxillary region, 
rapidly invaded the neighboring organs, and showed 
all the characters of a solid malignant tumor. The 
fourth was a case of transformation of a branchial 
cyst. 

Several cases of transformation of branchial cysts 
into malignant branchiomata are reported in the 
literature. The growth in the author’s case was a 
mixed tumor with both mesodermic and epithelial 
elements. The majority of tumors of branchial 
origin are mixed tumors. 

Lenormant states that there are certain characters 
which differentiate branchial cancer from other 
malignant tumors of the neck and from neoplastic 
adenopathy. In its size and irregularity, its early 
adherence and fixation, its quick infiltration of the 
tissues, and its form, which is that of an indurated 


plaque like a breast or parotid cancer, it differs 
decidedly from a lymphosarcoma and the rarer 
tumors of the inter-carotid gland. 

In the ablation of the tumor it is prudent to re- 
move the regional glands although in forty-nine 
cases of branchial epithelioma Veau found that 
they became invaded in only nine. This procedure is 
tedious, mutilating, and bloody, but not particularly 
severe. Lenormant’s four patients supported the 
operation well, making a good recovery. Siegel 
reported nine deaths in sixty cases in which the 
tumor was completely removed. The unfortunate 
fact remains, however, that very early recurrence 
is the general rule. Lenormant’s cases form no 
exception to this rule as there have been three 
recurrences, one of which appeared within a month 
after the operation. Operation under such circum- 
stances would scarcely appear justified were it not 
for the fact that there is an occasional permanent 
recovery. The author suggests that possibly the 
combined use of surgery and radium would improve 
the prognosis. W. A. BRENNAN. 


Bevan, A. D.: Two Cases of Mediastinal Tumor 
Which Proved To Be Substernal Thyroid 
Enlargement. Surg. Clin. N. Am., 1921, i, 957. 


Both cases reported were those of men past 50 
years of age who came to the hospital because of 
symptoms of mediastinal tumor pressure such as 
engorgement of veins in the neck and chest, hoarse- 
ness due to pressure on the recurrent laryngeal 
nerve, increasing dyspnoea on exertion, and cyano- 
sis of the face. 

At examination percussion revealed an enlarged 
area of dullness over the mediastinum and more to 
the right side. The Wassermann test was negative. 
The X-ray showed a tumor in the mediastinum. 
In one case there was thyroid gland on the right 
side of the neck only, while in the other case no 
cervical gland was palpable. 

The treatment was much the same in both cases. 
Under local anesthesia an incision was made along 
the inner side of the sternocleidomastoid muscle, 
the omohyoid muscle and deep fascia were divided, 
and the thyroid cartilage and trachea were exposed. 

In Case 1 the right thyroid lobe was grasped and 
pulled upon, blunt dissection was made along the 
tumor into the mediastinum, and as much of the 
gland as possible was removed by morcellation 
after ligation of the superior and inferior thyroid 
vessels. After considerable hemorrhage had ensued, 
the wound was packed with iodoform gauze, which 
readily controlled the bleeding, and the wound was 
closed except for a lower opening for the gauze. 

In Case 2, in which no glands in the neck were 
palpable, it was noted that during swallowing a 
small piece of tissue appeared on the right side. This 
was grasped with the forceps and by gentle traction 
the whole mediastinal tumor mass was pulled out of 
the chest. The mass was found to extend part way 
to the left side. All the tumor was removed except 
the left portion. 
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In both cases the pressure symptoms were greatly 
relieved, and although in Case 1 infection ensued 
and what was probably the greater portion of the 
remainder of the gland sloughed out, both patients 
were progressing favorably some weeks after the 
operation. 

As supplementary treatment, thyroid gland ex- 
tract and the X-ray were used. 
M. H. Hospart, M.D. 


Ochsner, A. J., and Nuzum, J.: Ligation of the 
Inferior Thyroid Artery and Vein According 
to the Method Introduced by Professor De 
Quervain: The Use of Local Anzsthesia in 
These Operations and in Thyroidectomy. 
Surg. Clin. N. Am., 1921, i, 98t. 


The authors state that the object of this paper is 
to point out the simplicity, safety, and efficiency 
of the method of ligating the inferior thyroid artery 
which was first developed and described by Professor 
DeQuervain of Berne. 

While the simplicity of ligation of the superior 
thyroid vessels has produced a practically stand- 
ardized technique, the close relationship of the 
inferior thyroid arteries to the inferior parathyroid 
glands, the recurrent laryngeal nerves, and the 
trachea has produced a variety of methods for liga- 
ting the inferior thyroid vessels. 

The point where the inferior artery crosses the 
recurrent laryngeal nerve near the outer border 
of the trachea has been a favored site for ligation 
because the adjacent structures can be readily 
located. Ligation at this site, however, may either 
directly injure the inferior parathyroid or block its 
main blood supply. In the former case permanent 
tetany, and in the latter. transient tetany, may 
result. 

If the inferior thyroid artery is ligated in the 
course of a thyroidectomy, injury of the parathy- 
roid can be avoided by clamping the lower pole of 
the gland from without inward and upward so that 
the vessels and tissue included in the compression 
are in front of the posterior capsule of the gland and 
distal to the branch of the artery to the parathyroid 
gland. By this manceuvre injury of the trachea and 
recurrent laryngeal nerve is avoided. In view of the 
safety of ligation by this method, the authors pre- 
sent the query, ‘Why not in all instances follow the 
plan of operating in front of the posterior capsule of 
the thyroid gland?” In cases in which the ligation 
is a step in the removal of a lobe of the gland, the 
method described is to be preferred. On the other 
hand, when the patient’s condition is so serious that 
even a partial thyroidectomy is contra-indicated, 
too much traumatism is incurred for this to be a 
safe procedure. In such cases it is essential to employ 
a method which is simple, which produces the mini- 
mum amount of trauma, and which will avoid injur- 
ing any important structures either directly or 
indirectly. The authors feel that the operation 
developed by Professor DeQuervain fills these re- 
quirements. 
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Only one vessel should be ligated at one sitting 
and the interval between successive ligations should 
be at least a week. 

The ligation is performed under local anesthesia, 
The incision is made in the line of the Kocher trans- 
verse collar incision to be used at the deferred thy- 
roidectomy. In this line a transverse incision 3 cm. 
in length and 3 cm. above the clavicle is made at the 
outer border of the sternocleidomastoid muscle. 
The posterior attachment of the muscle is loosened 
and the carotid artery is exposed by blunt dissec- 
tion extending 5 cm. along the outer margin of 
the muscle. The inferior thyroid artery may then 
be located by gentle exploration with the finger 
near the center of the free space in front of the carot- 
id artery. Caution is essential to avoid rupturing 
the inferior thyroid vein. The inferior thyroid 
artery is exposed for a distance of 1 cm. from its 
origin and closed by two ligatures 1 cm. apart. 
After tightening of the ligatures, but before the 
knot is secured, the patient should be asked to speak 
and to cough as hoarseness will indicate that the 
recurrent laryngeal nerve is in an aberrant position 
and has been included in the ligature. 

If a second ligation is indicated, it is well to expose 
also the ima thyroid artery and the external jugulars 
and to ligate these if they are found to be enlarged. 

The authors sum up the advantages of this pro- 
cedure as follows: ‘‘There is no danger of injury by 
this operation to the parathyroid gland, the recur- 
rent laryngeal nerve, or the trachea either directly 
or indirectly because the field of operation does not 
approach these structures sufficiently to permit 
direct trauma, and there is always a sufficient 
amount of collateral circulation so that the nutri- 
tion of the inferior thyroid gland will not be inter- 
fered with.”” They claim also that “the benefit is 
greater from ligating one inferior thyroid artery 
than from ligating both superiors, and if this method 
is followed the resulting trauma is less than that 
resulting from the ligation of one superior thyroid 
artery.” 

The balance of the article is devoted to a presenta- 
tion of the authors’ method of performing thyroidec- 
tomies under local anesthesia. The advantages of 
local anesthesia as against general ether anesthesia 
have been so generally presented that it is not neces- 
sary to recapitulate here the eleven points listed. 

The patient receives two hypodermic injections 
of 14 and % gr. of morphine respectively and 
1/150 gr. of atropine sulphate, the first two hours 
and the second one hour before operation. The 
local anesthetic is prepared according to the fol- 
lowing formula: 


Apothesene........... gm. 0.6 — gr. 7.5 
Sodium chloride....... gm. 0.8 — gr. 12. 
Aqua destillata........ q. Ss. ad 10 c. cm. 


This is sterilized by boiling for from three to five 
minutes. Three and one-half ounces of this solu- 
tion are generally used. Anesthesia is complete 
within three to five minutes and lasts for one to two 
hours. Anesthesia is secured by the intradermal 


and subcutaneous injection of the apothesine solu- 
tion and the blocking of nerve trunks. The regional 
points and the method of injection are shown by 
plates. 

The presentation includes an analysis and sum- 
mary of the results of the method in 107 consecutive 


CHEST WALL AND BREAST 


Eisendrath, D. N.: The Lymphatics of the Female 
Breast in Relation to Carcinoma of the Breast. 
Surg. Clin. N. Am., 1921, i, 1025. 

The three cases presented bring up the question 
of the frequency with which primary involvement 
of the subclavicular and supraclavicular lymph nodes 
occurs in carcinoma of the breast, and the question 
as to what change is necessary in our radical opera- 
tion to conquer this regional invasion. In the dis- 
cussion of the conditions in which an exploration 
with removal of all lymph-node-bearing fat of the 
subclavicular and supraclavicular regions is justi- 
fied, attention is directed to Mornard’s investi- 
gations of the relation of the lymphatics of the 
breast by means of injection. 

Five types of lymphatic drainage toward the 
axillary, subclavicular, and supraclavicular nodes 
are described. Type 1, found forty-five times in 100 
breasts, is the classical type, consisting of three to 
five lymphatic trunks leaving the outer and lower 
border of the mammary gland and reaching the 
central group of lymph nodes lying on the axillary 
vein. The first set of relay nodes were those lying 
along the outer border of the pectoralis major 
muscle. When the injections passed beyond these 
pectoral and axillary nodes the fluid reached the 
subclavicular nodes and in some cases even the 
supraclavicular nodes. 

In Type 2 the lymphatic trunks lead to the outer 
axillary chain. This type was found in twelve 
breasts. 

In Type 3, found in thirty-five breasts, there are 
two lymphatic trunks, axillary and subclavicular. 
One of these is the classical type described as 
Type 1. The other lymphatic trunk is formed by 
two or three smaller ones which leave the upper 
inner portion of the breast. These trunks proceed 
directly to the group of nodes lying beneath the 
clavicle and pass upward beneath the pectoralis 
minor near its costal insertions. When this type is 
present a single barrier formed by the subclavic- 
ular nodes separates the breast from the sup- 
raclavicular nodes. In twenty cases the axillary 


and subclavicular territories were completely inde- 
pendent. 

In Type 4 lymphatic trunks are found between 
the two pectorals. This type closely resembles the 
third type, but the trunk to the subclavicular nodes 
passes between the pectoralis major and minor 
muscles. 
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cases including all types of goiter from marked ex- 
ophthalmic to simple colloid goiters. In this series 
there were no deaths; in each case liquid nourish- 
ment was taken immediately after the operation 
and the patient was discharged from the hospital 
at the end of one week. W. O. Jounson, M.D. 


THE CHEST 


In Type 5, found in three breasts, the lymphatic 
trunks lead directly to the supraclavicular nodes. 
This explains how the axillary nodes may be 
spared while an early invasion of the supraclavicular 
nodes occurs, especially in cancers of the upper 
inner quadrant. 

The author describes two sets of supraclavicular 
nodes, and states that he is not yet convinced of 
the necessity for the removal of the lymph-node- 
bearing fat of the supraclavicular region as a 
routine procedure in the radical operation. In can- 
cer of the upper half of the breast, however, as in 
three cases described, all of the fat and other tis- 
sues as far as the clavicle, and if possible to the 
subclavian vein itself, should be removed. 

J. D. Extis, M.D. 


Greenough, R. B., and Simmons, C. C.: End- 
Results in Cancer Cases; Cancer of the Breast. 
Boston M.& S.J., 1921, clxxxv, 253. 


The authors report on 103 personally observed 
cases of cancer of the breast and offer a method of 
classification which they have found satisfactory 
in a study of the cases occurring at the Massachu- 
setts General Hospital. The scheme for the report- 
ing of the end-results of the treatment of carcinoma 
may be summarized as follows: 

A. Record all cases entering the surgical wards 
with the specified diagnosis during the period 
selected. 

B. Eliminate all re-entries. 
pear twice in the report. 

C. Eliminate all cases recurrent after previous 
operation in a hospital or elsewhere; these are not 
cases of primary attempt to cure. 

D. Deducting B + C from A, we have the num- 
ber of cases of cancer available for the study of 
operability, mortality, and other operative statis- 
tics. These cases may be subdivided as follows: 

E. Cases of radical operation. 

F. Cases of palliative operation. 

G. No operation advised or performed. 

H. Operative deaths. 

I. Operative mortality, 7+ E+ PF. 

J. Operability (radical operations), E + D. 

K. Operability (all operations), E + F + D. 

For the study of the end-results of treatment cer- 
tain cases included in D are of no value and should 
be deducted, viz.: 

L. Cases proved not to be cancer, either by 
pathologic examination of tissue, absence of recur- 
rence, or autopsy. 


No case should ap- 
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M. Cases of patients untraced for the required 
time-interval — three years, five years — after they 
left the hospital. 

N. Cases of patients who have died of other 
diseases within the required interval of time and 
without evidence of recurrence. 

O. The cases remaining after deducting L, M, 
and N from D are available for the study of end- 
results as follows: 

P. Radical operations. 

Q. Palliative operations. 

R. No operation. 

S. Number of patients alive without recurrence 
(three years; five years). 

7. Number of patients who have died (after 
three or five years) without recurrence. 

U. Number of three-year or five-year 
All operations. S + 7. 

V. Number of three-year or five-year 
Radical operations. 

.W. Percentage of three-year or five-year “‘cures.” 
All operations. U + P +(Q. 

X. Percentage of three-year or five-year ‘“‘cures.”’ 
Radical operations. V + P. 

Using this method for reporting end-results the 
authors submit the following table comparing the 
results obtained in cancer of the breast at the 
Massachusetts General Hospital for the periods 
1894 to 1904 and r1o11 to 1914, each case having 
been studied over a five-year period. 


cures.”” 


cures.” 


END-RESULTS: CARCINOMA OF THE BREAST 
1894-1904 IQII-1914 
. Total entries —carcinoma of 
. Re-entries (entered more than 
8 


4 
. Cases available for study of 
operability, mortality, etc... 103 
Radical operation 14 
. Palliative operation 20 
i. No operation 9 
. Operative deaths............. ° 
Operative mortality (H+E+F) 0% 
Operability: radical operations 
(E+D) 72% 
01% 


Inconclusive cases: lack path- 
ologic examination......... fe) 
M. Inconclusive cases: untraced .. 
. Inconclusive cases: death 
within time limit without 
recurrence 
. Cases available for end-result 


. Palliative operations.......... 
. No operation 
Number of patients alive and 


. Number of patients who died 
without recurrence 


U. Number of five-year “cures,’ 
all operations 

V. Number of five-year “cures,” 
radical operations 

W. Percentage of “cures,” 
operations (U+P-+Q) 

X. Percentage of “cures,” radical 
operations (V+P). ....... 


The following table gives the results obtained in 
67 cases of primary radical operation, the cases being 
classified according to the type of carcinoma: 


Percent 
Cases “Cures” ages 
Medullary 
“Cancer” 


In order to estimate the prognosis in 95 traced 
cases they were further classified according to the 
conditions found at operation. 

Percent- 
Class Condition Cases “Cures” ages 
t Early favorable (no enlarged 

2 Favorable (glands slightly 

enlarged) 26 33 
3 Average cases (glands mark- 

edly enlarged ; 10 
4 Advanced cases (palliative 

operation) 5 
5 Hopeless cases (no opera- 

° ° 


R. C. Wess, M.D. 


Kilgore, A. R.: Is Paget’s Disease of the Nipple 
Primary or Secondary to Cancer of the Under- 
lying Breast? Arch. Surg., 1921, iii, 324. 

On the basis of intensive study the author 
has come to the conclusion that the term “ Paget’s 
disease” should be limited to those lesions present- 
ing the typical histology: (1) epithelial hyper- 
trophy; (2) subepithelial round-cell infiltration, 
and (3) Paget’s cells. 

All the cases of Paget’s disease reported empha- 
size the importance of removing the entire breast 
for any chronic, persisting eczema or ulcer of the 
nipple, regardless of the apparent presence or 
absence clinically of deeper breast changes. At 
operation, the decision for or against axillary dis- 
section should depend, not on frozen-section diag- 
nosis of the nipple condition as regards true Paget’s 
disease and other eczemas, but on the pathologic 
condition of the breast itself. The best procedure 
is amputation of the breast with a wide zone of 
skin, the knife cautery being used in cutting across 
the lymphatics leading to the axilla and axillary 
dissection being done immediately if any gross or 
frozen-section evidence of cancer is found in the 
excised breast. 


71 33 
67 22 
19% 27% 
21% 32% 
Adenocarcinoma.............. 2 33 
A 
B 
C. Recurrence from previous op- 
I 
I 
I 
( 
I 
P. Radical operations. .......... 320 69 
Q 56 17 
R 52 9 
S. 
well = 64 22 
7 I 


Three cases are reported which demonstrate that 
Paget’s disease is usually primary to cancer of the 
breast which has been found frequently in association 
with it. In one of these cases no change whatever 
had occurred in the breast, and in two cases the 
carly changes of what was probably duct carcinoma 
had begun when the breast was excised. A fourth 
case is reported in which all the evidence of the his- 
tory and pathology pointed to a reversal of this 
order, the cancer in the breast apparently having 
originated first. If the deductions in these cases 
are correct, both schools in the controversy regard- 
ing the primary or secondary nature of Paget’s 
disease have been right. H. A. McKnicur, M.D. 


TRACHEA AND LUNGS 


Whittemore, W., and Chaffin, G. L.: Extrapleural 
Thoracotomy for Advanced Unilateral Pulmo- 
nary Tuberculosis; Report of a Case. Boston 
M. & S. J., 1921, clxxxv, 249. 

Artificial pneumothorax produces marked bene- 
ficial results in many cases of pulmonary tuberculo- 
sis but cannot be used in 25 per cent of the cases 
because adhesions prevent the collapse of the lung. 
Bauer and Friedrich in 1907 suggested thoracoplasty 
for the latter type of case. The original mortality 
rate of 25 per cent has been greatly reduced so that 
today the procedure is comparatively safe. 

The authors report a case treated at the Massa- 
chusetts General Hospital. The patient was an 
Italian laborer, 34 years of age, who gave a 
history of tuberculosis of eight years’ duration. 
All the clinical signs of advanced pulmonary tuber- 
culosis were noted on the right side but none on the 
left side. Operation was performed after the method 
of Paulsen and Sangman under regional and local 
infiltration anesthesia. The incision extended paral- 
lel to, and about 3 cm. from, the spine and then 
laterally along the tenth rib. Subperiosteal resec- 
tion of sections of the upper eleven ribs, beginning 
at the eleventh and working upward, was done. The 
sections removed ranged in length from 2 to 1114 
cm., the upper sections being the shorter. After 
the completion of the rib resection the parietal pleura 
was freed from the chest wall forward and backward, 
a rubber dam drain was inserted, the wound was 
closed, and a chest belt was applied to cause pres- 
sure on the right lung. 

Following the operation the patient gained rapid- 
ly. After two and one-half months he left the hos- 
pital and went to a tuberculosis sanatorium where he 
continued to gain for four months more. He then 
felt so well that he went to work but suffered a 
relapse. This, however, yielded to hygienic treat- 
ment and at last reports he was again rapidly im- 
proving. 

The authors feel that although the case reported 
is by no means cured, the marked improvement 
shown justifies the operation performed. Several 


roentgenograms and illustrations are included in the 
article. 


Roscoe C, Wess, M.D. 
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HEART AND VASCULAR SYSTEM 
Braizew, W. R.: Surgery of the Heart (Zur Chirurgie 


No. 3. 

The author takes up the question of the removal 
of foreign bodies from the heart. The indications 
for operation are to be considered with caution. 
In the case reported by Braizew there were severe 
heart attacks and marked dyspnoea. Any foreign 
body in the heart may eventually cause inflamma- 
tion or scar tissue. When an operation is necessary 
for the removal of foreign bodies, the resection of 
ribs is not to be considered. Braizew obtained 
access to the heart by resecting the fifth costal 
cartilage. If necessary, the upper and lower costal 
cartilages may be separated at the sternum and 
drawn back with a retractor. The costal cartilages 
so handled by the author healed back in place 
without any difficulty. In the case reported the 
heart stopped whenever traction was applied to it. 

Braizew tested the resistance of the heart by 
experiments on animals. He found that a dog’s 
heart withstands compression of the right ventricle 
for two or three minutes. The most dangerous 
procedure is luxation of the heart out of the wound 
which causes traction on the large vessels. In the 
dogs experimented upon the heart finally stopped. 
In clinical surgery, however, there have been cases 
in which such manipulation did not cause any 
untoward results. 

In suturing, the wound edges must both be 
grasped in one and the same movement. The author 
recommends the placing of two preliminary sutures, 
one on either side of the site of the foreign body. 
The heart must be sutured with silk. The suture 
should be so introduced that the intima is not 
included. 

Dujarier and Kostenko recommend catgut for 
heart sutures. The author used catgut No. 4 to sew 
the wall of the right ventricle in animal experiments. 
After five days the catgut was absorbed and the dog 
died from hemorrhage. Catgut therefore should not 
be employed for wounds that perforate into the 
heart cavities. The author did a two-row suture of 
the heart in which, beside the interrupted suture, 
he employed also a thin silk suture. He hopes in 
this manner to prevent postoperative adhesions. 
The case operated upon by Braizew was as follows: 

A 24-year-old man received a shrapnel wound of 
the chest four months previously. The bullet en- 
tered the posterior wall of the thorax at the lateral 
edge of the scapula at the level of the fifth rib. A 
pleural exudate on the right side, high fever, dys- 
pnoea, and palpitation of the heart developed. At 
intervals there was pain in the heart region. The 
pulse was 120. The patient wore a compression 
band to prevent thorax widening. The heart was 
enlarged to the left. The X-ray showed the bullet 
in the right ventricle. Operation was performed 
under combination anesthesia. 

An arched parasternal incision was made extend- 
ing along sixth costal cartilage. The pleura 


des Herzens). Nautschnaja med., 1920, 
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bulged outward. The mammary artery was ligated 
and a pericardiotomy was done. On palpation the 
projectile was found to be firmly embedded in the 
connective tissue. After extraction the myocardium 
was sutured with three interrupted sutures of silk. 
The first line of sutures was then covered by suture 
of the epicardium. The costal cartilage was replaced 
and a tampon inserted. The tampon was removed 
on the fourth day. 

The patient made an uneventful recovery in 
spite of postoperative bronchitis. He was discharged 
from the hospital at the end of two months in excel- 
lent condition. Some palpitation occurs when he 
runs and there is still slight enlargement of the 
heart to the left. The X-ray shows no pericardial 
adhesions. The electrocardiograph shows a slight 
functional derangement of the myocardium. After 
three and one-half months the results still remain 
excellent. Hesse (Z). 


PHARYNX AND GSOPHAGUS 


Sencert, L., and Simon, R.: The Operative Treat- 
ment of Idiopathic Dilatation of the Esophagus 
(Le traitement opératoire de la dilatation idio- 
pathique de l’cesophage). Rev. de chir., Par., 1921, 
xl, 355: 

The authors report a case of oesophageal dilatation 
of unknown cause. On examination with the X-rays 
following the ingestion of a barium meal an enormous 
pouching of the cesophagus was found which rested 
upon the diaphragm. There was no obstruction to 
the passage of sounds or catheters. The symptoms 
had become gradually worse for twenty-three years. 
At the time of examination the dilatation made it 
necessary for the patient to straighten his body, 
raise h’s shoulders, protrude his abdomen, and take 
a deep inspiration in swallowing his food. 

There is entire agreement regarding the symptoms, 
clinical course, diagnosis, and prognosis of idiopathic 
dilatation of the cesophagus. The pathogenesis may 
be spasmodic occlusion of the cardia or cungenital 
atony of the oesophageal musculature. Sencert 
and Simon consider the condition analogous to 
megacolon and due to inability of the muscular 
tissue to withstand the normal intra-cesophageal 
pressure. By their diagnostic measures they have 
shown that there is no organic obstruction in the 
cardia in these cases. On the basis of this finding 
it is evident that the usual treatment of dilatation, 
divulsion or cardioplasty, is incorrect as both of 
these procedures are directed toward removing an 
obstruction and re-establishing the cardiac orifice. 
The authors have therefore devised a new operative 
technique as follows: 

Through an abdominal incision the cesophageal 
opening of the diaphragm is dilated and the cesoph- 
agus is pulled downward into the abdominal 
cavity for about 8 cm. The cesophagus is then fixed 
in its new position to the borders of the cesophageal 
orifice of the diaphragm. If necessary to permit 
rapid evacuation of the cesophagus, a longitudinal 


incision 4 cm. long, including the stomach wall at 
its lower extremity, is made and closed by transverse 
sutures in two layers. Loyat E. Davis. 


Ladwig, A.: A Remarkable Case of Malformation 
of the (Csophago-Tracheal Tube, with a 
Contribution to the Interpretation of the 
Formal Genesis of These Malformations ([:in 
bemerkenswerter Fall von Missbildung des Oesopha- 
geo-Trachealrohres, zugleich ein Beitrag zur Auffas- 
sung von der formalen Genese derartiger Missbild- 
ungen). Zentralbl. f. allg. Pathol. u. pathol. Anat., 
1921, xxxi, 613. 

The author had the opportunity to observe a rare 
form of tracheo-cesophageal malformation in a child 
which was born prematurely (between the twenty- 
eighth and thirtieth weeks) and died three days later 
from bronchopneumonia. In this case no food at all 
was retained. Autopsy showed that the cesophagus 
ended blindly at the level of the bifurcation of the 
bronchi. From the gastric end probing led into the 
trachea. There were, therefore, two distinct parts 
to the cesophagus, an upper part ending in a dilated 
blind sac, and a lower part ending in the trachea. In 
addition, the left kidney and ureter were absent and 
the right lung showed extensive bronchopneumonia. 

Blind ending of the cesophagus with a slit opening 
of the lower end into the trachea is one of the com- 
mon malformations of cesophageal atresia. The 
interesting finding in the case reported was the wide 
communication of the lower end with the trachea. 
Microscopic examination showed that after opening 
into the trachea the cesophagus was continued in the 
tracheal wall for some distance as all its structures— 
circular and longitudinal muscle fibers, glands, and 
stratified epithelium—were found there. This 
malformation has been observed before, and accord- 
ing to the author is best explained by the theory of 
Klebs, Giffhorn, and Hoffmann, according to which 
the embryonic folds intended to separate the 
cesophagus and trachea grow in an abnormal 
direction. Ganct (Z). 


Lilienthal, H.: Carcinoma of the Thoracic (Eso- 
phagus; Extrapleural Resection and Plastic. 
Ann. Surg., 1921, Ixxiv, 259. 

The operation described was devised to minimize 
the danger of septic mediastinitis. It was recog- 
nized that before opening the cesophagus the 
mediastinum must be sealed off by a healing process 
which should have advanced to the stage of granu- 
lation. 

The patient was a 35-year-old man with a par- 
tially obstructing squamous-cell carcinoma below 
the arch of the aorta. 

At the first step the operator lifted a skin flap 
about 3 in. in width and 1o in. in length which was 
outlined by an incision beginning at the eighth inter- 
space close to the spine and passing obliquely forward 
parallel with the ribs and thence downward and 
backward to a point about 3 in. below the point at 
which it began. This flap was used in fashioning the 
new cesophagus to replace the resected part. 


A 6-in. subperiosteal resection of the ninth rib 
was then done and the pleura stripped forward 
away from the posterior mediastinal region. The 
eighth, seventh, and sixth ribs were cut through 
near their spinal attachments after the pleura had 
been peeled away and then the tenth rib also was 
divided. The pleura could now be pushed forward 
so that the organs within the mediastinum were 
exposed through a wound large enough to permit 
the surgeon to work in its depths with both hands. 

With a stomach tube in the cesophagus this struc- 
ture was easily identified and stripped from the 
pleura and aorta. The fibers of the plexus gule of 
the right vagus were divided. The fusiform swell- 
ing which marked the tumor within the gullet was 
about 1% in. below the arch of the aorta. The skin 
flap was placed in the wound so that it partly en- 
circled the mobilized oesophagus and its cutaneous 
surface was toward the viscus. This first step of 
the operation was concluded by packing the wound 
with gauze. The patient was then able to swallow 
fluids. 

Two weeks later, without anesthesia of any kind, 
the wound was spread apart and the tumor-bearing 
section of the cesophagus was resected. Nourish- 
ment was first given through a stomach tube passed 
into the lower oesophageal opening and later through 
an Einhorn tube passed from the mouth to the 
stomach through the gap left by the resection. At 
the end of another week the pedicle of the skin flap 
was cut across. Subsequently there was contraction 
of the cicatricial tissue at the mucocutaneous mar- 
gins making it necessary to divide the strictures by 
stellate incisions and pass bougies frequently. The 
final step consisted in closing the posterior cesopha- 
geal opening with a suture and performing a plastic 
operation to cover the defect in the patient’s back 
with skin by the use of sliding flaps. A few days 
after this final procedure liquids could be swallowed 
without leakage, and soon all wounds were healed 
and soft food could be taken normally. 

A number of drawings made at the operation are 
reproduced in the article. There are also roentgeno- 
grams and a photograph. 


ABDOMINAL WALL AND PERITONEUM 


Erkes, F.: Sliding Hernia of the Intestine (Der 
Gleitbruch des Darmes). Ergebn. d. Chir. u. Orthop., 
1921, xiii, 466. 

Sliding hernia occur only on the right and left 
sides of the body in the corresponding parts of the 
large intestine and its appendages; in other words, 
in the ascending colon, the cecum, the appendix, the 
ileum, and the descending colon. Congenital cases 
are due to developmental defects. As causes of the 
occurrence of the so-called acquired sliding hernia 
are given weakness of the subperitoneal tissue, 
atony, obstipation, and, rarely, trauma. A frequent 
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Other cases in which the same exposure was 
effected are reported but all proved inoperable. 
The conclusions drawn are as follows: 

1. Transpleural resection of the cesophagus has a 
forbidding mortality. 

2. Fatal infection follows the primary opening 
of the oesophagus within the mediastinum. 

3. It is feasible to make an extrapleural exposure 
of the posterior mediastinum large enough to per- 
mit the operator to see clearly and to work safely 
with both hands. 

4. Resection of the cesophagus in the posterior 
mediastinum can be done by performing the opera- 
tion in two stages. In the first stage, the cesopha- 
gus should be freed from its attachments and the 
mediastinum sealed. In the second, ten to fourteen 
days later, the resection should be performed. ~ 

5. This procedure deserves a fair trial by thor- 
acic surgeons. 


MISCELLANEOUS 


Stincer, E.: A Foreign Body Extracted from the 
Posterior Mediastinum by Posterior Thoracot- 
omy (Cuerpo extrafio del mediastino posterior; 
extraccién por toracotomfa posterior). Rev. de 
med. y cirug. dela Habana, 1921, xxvi, 767. 


The patient whose case is reported by Stincer 
was a young man who had been operated upon for 
purulent pleurisy two years previously. The 
drainage tube broke because of poor condition of 
the rubber and a part of it remained in the pleuro- 
pulmonary cavity. Its presence ultimately gave 
rise to a fistula. A posterior thoracotomy was there- 
fore performed to remove it. 

The operation showed that the fragment of 
drainage tube had perforated the left lung and 
lodged in the posterior mediastinum where its 
upper end touched the pleural vault. Its position 
was oblique from above downward and from left 
to right. The only damage resulting from its 


wandering was the suppurative fistulous tract. 
The removal of the tube was very difficult but suc- 
cessfully accomplished. 
covered. 


The patient rapidly re- 
W. A. BRENNAN. 


cause is a previously present large hernia of the small 
intestine which, especially on the right side, draws 
down the parts secondarily with the parietal 
peritoneum. The author distinguishes hernie with 
and without a hernial sac, suspended herniw, and 
internal sliding hernia of the cecum in the right 
iliac fossa. 

The diagnosis of a sliding hernia is uncertain but 
is suggested by severe pain, incomplete reduction, 
or slight bulging during coughing. A truss is of no 
value. Operation is the treatment of choice. Three 
operative methods are used: (1) reduction en 
masse; (2) resection of the sac and suture; and (3) a 
plastic operation on the mesentery. The results 
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are usually good. Operation has numerous technical 
difficulties. Incarceration and appendicitis are 
serious complications. According to statistics, the 
mortality of the operation is 3 per cent. This form 
of hernia occurs more often in adults than in chil- 
dren. Its incidence is1.1 percent. Wercuert (Z). 


Augé, A., and Simon, R.: Herniz of the Semiiunar 
Line of Spiegel (Contribution 4 l’étude des hernies 
de la ligne semi-lunaire de Spiegel). Rev. de chir., 
1921, xl, 297. 

In the authors’ opinion the term “ventral hernia” 
is too general. Hernia of the anterior abdominal 
wall should be described according to their location. 
A true, spontaneous herniation through the semi- 
lunar line of Spiegel is rare. The authors report a 
case. 

In this condition there is an egg-shaped tume- 
faction at the level of the umbilicus at the lateral 
border of the rectus muscle. The mass is partially 
reducible in the recumbent position and is increased 
by coughing and otherwise increasing the intra- 
abdominal pressure. In about half the cases the 
hernia is covered by the peritoneum, subcutaneous 
tissue, and skin, and in the other half by the external 
oblique in addition. The border of the hernial 
orifice is upon the rectus sheath and is usually in- 
durated and firm. There was no hernial sac in the 
case described in this article. 

The authors believe that this type of hernia is 
due to a congenital malformation—complete absence 
of the muscular wall of the abdominal cavity or an 
anomaly of the vessels of the abdominal wall. 


Such anomalies open the way for the exciting 


factor of increased intra-abdominal tension or 
trauma to the abdominal wall. Lipomata and 
fibromata of the abdominal wall must be taken into 
consideration in the differential diagnosis. The 
authors have reviewed all of the cases reported in the 
literature. Loyar E. Davis, M.D. 


Blumenau, M.B.: Diaphragmatic Hernia (Zur der 
Diaphragmalhernien). Nautschnaja med., 1920, 715. 
The subjective symptoms of diaphragmatic 
hernia consist of pain, a sense of pressure chiefly on 
the left side, dysphagia, vomiting, and obstipation. 
Their severity is dependent upon the state of fullness 
of the organs which have entered the chest. In rare 
cases, especially those of children and young persons, 
there is dilatation of the chest on the involved side. 
The affected side breathes more weakly than the 
normal side. If the organs in the hernia contain air 
there is tympany; if they contain liquid, there is 
dullness. When there is tympany the breath sounds 
cannot be heard. If the lung is compressed there is 
bronchial or amphoric breathing. Often intestinal 
sounds are audible. When the hernia contains 
fluid and air succussion sounds may be heard. 

In hernia on the left side the heart, is often forced 
over to the right. When there is severe compression 
of the heart systolic sounds arise from kinking of the 
large vessels. These signs suggest the picture of a 


pneumothorax with a pleural exudate. Diaphrag- 
matic hernia can be differentiated from the latter 
condition, however, by: (1) frequent changes in 
the auscultation and percussion phenomena due to 
changes in the fluid and gas content of the organs; 
(2) intestinal sounds; (3) the absence of causes pre- 
disposing to pneumothorax (trauma, tuberculosis) ; 
and (4) in doubtful cases, aspiration, inflation of 
the stomach, and high injections into the intestines, 
The X-ray examination is of the greatest value. ‘The 
author’s case, which was not operated upon, was as 
follows: 

The patient was a 22-year-old soldier who, follow- 
ing a sudden chill, suffered pain in the left side of 
the breast and attacks of coughing, dyspnaa, 
hemoptysis, obstipation, and vomiting. His pulse 
was 125 and respiration 50. The left side of the chest 
was totally dull. The heart boundary was not de- 
finable. Bronchial breathing and crepitant rales 
were noted. The breath sounds were weakened in 
the back on the left side. The abdomen was tense 
and distended. Peristalsis was absent. The tempera- 
ture was ror degrees. Injection was without result. 
The patient died on the tenth day of his illness and 
the fourth day after he entered the medical clinic. 
The diagnosis was ileus and fibrinous pneumonia. 
A surgeon was not consulted. At postmortem 
examination the colon, the entire great omentum, 
and a foul exudate containing numerous colon 
bacilli were found in the left pleural cavity. In the 
diaphragm was a slit through which these parts 
protruded. The left lung was compressed and dis- 
located. Hemorrhagic pleurisy on the right side and 
atalectasis were found. The pneumonic signs were 
obscured by the compression of the lung. 

HEssE (Z). 


Dodgson, H.: Traumatic Rupture of the Dia- 
phragm; Patient Lives Over Two Years. Prac- 
litioner, 1921, Cvii, 219. 

This paper is based on an autopsy performed on 
the body of a coal miner who, two years before his 
death, had received a crushing injury under a mass 
of coal. 

Examination showed a circular aperture about 
4 in. in diameter in the center of the left half of the 
diaphragm. In the left pleural cavity anterior to 
the lung were found half the stomach, a considerable 
portion of the transverse and descending colon, and 
several coils of small intestine. The right lung was 
in a condition of consolidation, the immediate cause 
of death. 

The author has been able to find the report of 
only one other similar case in which the patient 
lived any considerable length of time. 

I. E. Bispxow, M.D. 


Cambresier, G.: The Surgical Treatment of Ascites 
(Traitement chirurgical de Vascite). Arch. méd. 
belges, 1921, Ixxiv, 640. 

For more than thirty-five years there have been 
numerous attempts to treat ascites surgically. 
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The diversity of the methods employed indicates 
the complexity of the problem and the fact that 
simple paracentesis is not satisfactory. The surgical 
mortality in ascites is high, being 30 per cent, but 
the causal affection, if left to itself, has an unfavor- 
able prognosis and is often rapidly fatal. 

One of the factors favoring surgical intervention 
in ascites is the light which laparotomy throws on 
the nature of the causative condition. 

The author considers in detail the principal 
operative methods which, he states, may be divided 
into two classes: (1) those having as their object the 
anastomosis of the portal vein to the vena cava; 
(2) those having as their object permanent drainage 
of the ascitic fluid toward some other point in the 
body. From a review of the results of these methods 
he comes to the following conclusions: 

1. In cases of ascites laparotomy has brought 
lesions to light which medical or surgical treatment 
has been able to overcome. 

2. Mutilating operations are unnecessary. 

3. Anastomosis of the portal vein to the vena 
cava interferes with the antitoxic réle of the liver 
by withdrawing a considerable quantity of blood 
from the hepatic circulation. This explains many 
postoperative deaths. 

4. Frequently the drainage routes are obstructed 
by peritoneal adhesions. 

5. Voluminous cystic pockets may be formed 
in the anterior abdominal wall following operations 
draining the fluid toward this region. 

6. In view of the fact that the causal condition 
will be fatal if left to itself, operation should be 
considered, as a number of definite recoveries have 
resulted from such treatment. W. A. BRENNAN. 


Deaver, J. B.: Peritonitis. N. York M. J., 1921, 
Cxiv, 257. 

The author introduces his article with the state- 
ment that the salient points of a subject so important 
as peritonitis do not suffer from being repeated from 
time to time. 

He describes the mechanism of the equilibrium 
between exudation and absorption which, in the 
absence of a pathologic process, prevents the accumu- 
lation of even a small amount of free fluid in the 
peritoneum. In discussing the types of peritonitis he 
states that he is inclined to believe that the so-called 
chemical and the idiopathic peritonitis are really 
infective. The bacterial flora of peritonitis is gen- 
erally a mixed one. 

The dangers of purgation in early peritonitis, as 
for instance in early appendicitis, are emphasized, 
as are also those of poor selection of cases or stages 
of appendicitis in which to operate. 

When an abdomen is opened in a badly infected 
case in which the peritoneum in the immediate 
vicinity of the lesion is green and there is foul- 
smelling pus, the infected cavity should be sur- 
rounded by a rubber dam or oiled silk and lightly 
packed with gauze, the wound being left open but 
silkworm gut being carried through the margins 


and tied loosely to prevent protrusion of the intes- 
tines. The packing should remain in place for sev- 
eral days. Purgation is as ill advised during the 
postoperative treatment as before operation. 

J. D. M.D. 


GASTRO-INTESTINAL TRACT 


Palmer, E. P., Watkins, W. W., and Mills, H. P.: 
Linitis Plastica. Surg.,Gynec. & Obst., 1921, xxxiii, 
281. 


Linitis plastica is known under a variety of - 
names. It affects the stomach, involving the small 
intestines only rarely and by extension. It pro- 
duces diffuse and marked hypertrophy of the sub- 
mucous connective tissue and to a lesser degree of 
all the coats of the stomach except the mucosa 
where there is an atrophy of the glandular elements. 
The stomach wall is thickened to six to eight times 
its normal thickness and becomes rigid like a leather 
bag. Its lumen is decreased. The thickening is 
most marked at the pylorus. 

The chief characteristics of linitis plastica are a 
slow progressive stenosis of the stomach resulting 
in food stagnation and often a perceptible tumor 
in the epigastric region, with absence of pain, 
hemorrhage, and early vomiting. The localized 
form of this condition is situated near or at the 
pylorus. The disease is most common between the 
ages of 40 and 60. It is classified as both malig- 
nant and benign. 

The symptoms are slow in onset and are those of 
a progressive obstruction with loss of weight and 
cachexia. The condition is often mistaken for scir- 
rhous carcinoma and scirrhotic syphilis of the 
stomach. 


Fig. 1. Roentgenogram of stomach showing area of 
involvement in linitis plastica. 
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Vig. 2. Interior view of resected 
portion of stomach. 


Fig. 3. Exterior view of resected 
portion of stomach. 


(Linitis Plastica — Palmer, Watkins, and Mills.) 


The X-ray offers the best differential diagnosis. 
It shows a filling defect with a smooth inner mar- 
gin and the absence of peristalsis in the involved 
area. 

Treatment is always operative. Gastrectomy is 
the operation of choice. 

A case is reported with the detailed pathologic 
findings. I. E. Bisuxow, M.D. 


Schoenfeld, H. E. H.: When Should Gastric Ulcers 
Be Treated Surgically and How? (Wann muss 
bei Magengeschwuerkranken eingegriffen werden 
und wie?). Nederl. Tijdschr. v. Geneesk., 1921, |xv, 
1996. 


Schoenfeld raises the following questions: 

1. In which forms of gastric ulcer should internal 
treatment give way to surgical treatment and what 
complications demand operation? 

2. What method of operation is best, especially 
when there are complications? 

3. Is it possible to obtain permanent results by 
surgical procedures, and what method gives the 
best results? 

Routine early operation is not to be considered 
as the isolated, uncomplicated ulcer and the acute 
(usually multiple) ulcer belong to the internist. 
While occasionally dangerous complications may 
develop, healing usually occurs smoothly and without 
any significant scar. Internists admit, however, 
that their treatment is satisfactory in only about 
50 per cent of the cases. Moreover, the patient’s 
social condition and the severity of the symptoms 
must be taken into consideration. 

Operation is indicated in the following cases: 

1. Stagnation of gastric contents due to stenosis 
or hour-glass stomach which does not yield to any 
other treatment. If a gastro-enterostomy is per- 
formed in such a case, it must be done on the fundus, 
a procedure which is difficult as this part of the 
stomach is under the ribs. For this and other reasons, 
resection is recommended. 

2. Perigastritis with adhesions to surrounding 
tissue. Often the small adhesions cause more 
difficuity than the large ones. 


3. Persistent hyperacidity, especially with dilata- 
tion and weakness of the stomach musculature. It 
is " these cases that gastro-enterostomy is most 
used. 

As hypersecretion and disturbances of motility 
of the stomach are dependent upon the tonicity of 
the vagus nerve, section of the vagus at the cardiac 
end has been suggested but this procedure has not 
yet been generally accepted. The results of gastro- 
enterostomy have become better since the pylorus 
has been closed or narrowed. Without such closure 
stagnation is apt to recur. According to Rosenheim, 
the gastro-intestinal anastomosis forms a sphincter. 
Ewald assumes the formation of a valve-like closure. 
The highest figures for the hydrochloric acid content 
are reported by surgeons; therefore surgeons must 
receive more cases with disturbances of motility. 
These perhaps are due to retention of secretion. 
Also in cases of ulcer located some distance from 
the pylorus there is a spasm of the pyloric muscles 
and the circular muscle layers at the level of the ul- 
cer. Perhaps this is responsible for the stagnation 
of the secretion or the lack of neutralizing duodenal 
secretion. At any rate, in these cases gastro-entero- 
stomy is very effective. 

4. Ulcers which, by their long duration and 
repeated bleeding, threaten life, i.e., callous ulcers. 
These undoubtedly should be resected as in such 
cases there is also the danger of carcinomatous 
change. Perforation may occur very suddenly. 
Often it is the first sign of a latent ulcer. The 
prognosis depends on the time at which operation 
is performed. Shock is not a contra-indication. In 
cleansing the abdominal cavity one must not forget 
the Douglas pouch. American surgeons drain it 
toward the rectum or suprapubically and by so doing 
have decreased the death rate to 19 per cent. In 
doubtful cases an exploratory laparotomy is ad- 
visable. Morphine tends to obscure the picture. 
The prognosis with regard to the bleeding is relative- 
ly favorable unless very large vessels are eroded. 
Often it is impossible to discover the point of 
hemorrhage with the naked eye. Several authors 
attribute to gastro-enterostomy an indirect effect 
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such as the removal of the irritating blood masses, 
antiperistalsis, hyperacidity, and hypersecretion. 
Jejunostomy also is recommended to quiet the 
stomach. These procedures are without influence 
on hard-walled callous ulcer. When hemorrhage is 
repeated, operation is indicated as the next hemor- 
rhage may be fatal. Gastro-enterostomy has had 
good results in some cases but in a large number the 
results are late and obtained apparently only after 
careful internal treatment. Moreover, the ulcer 
remains and therefore the danger of hemorrhage, 
cicatricial contraction, the threatening peptic ulcer, 


and the danger of carcinomatous change. Resection - 


is becoming more and more the method of choice. 
The simple excision of the ulcer is not at all to 
be recommended. Even in the most favorable cases 
only the ulcer is removed and not the tendency to 
ulcer formation. It is the province of gastric physiol- 
ogists to explain the relationship between the vagus 
and sympathetic nerves and to find a method of 
operating upon these nerves which will cure the 
gastric ulcer disease. The transverse resection has 
the advantage that it sections the vagus-nerve fibers 
going to the pylorus. Perhaps it is for this reason 
that its results are so permanently favorable. When 
there are the least signs of neurosis or hysteria 
operation is contra-indicated. In cases of encapsu- 
lated perforations, operation should be delayed in 
order that local peritonitis may not be made general. 
Tm (Z). 


Bruett, H.: The Surgical Treatment of Gastric 
Ulcer with Special Consideration of the 
End-Results; Also a Contribution to the Sub- 
ject of Ulcer-Carcinoma (Die chirurgische Be- 
handlung des Magengeschwuers unter besonderer 
Beruecksichtigung der Fernresultate; zugleich ein 
Beitrag zur Frage des Ulcuscarcinoms). Beitr. 2. 
klin. Chir., 1921, cxxiii, 324. 

The author considers the clinical symptoms of 
gastric ulcer, the technique of resection and gastro- 
enterostomy, the after-treatment following gastric 
operations, and the history of the treatment of 
gastric ulcer during the last thirty years. He dis- 
cusses in detail the indications for operation, the 
different operative methods, and the value of the 
— procedures for the different types of gastric 
ulcer. 

The importance of a thorough follow-up examina- 
tion is emphasized. Consideration must be given not 
only to the patient’s present state of health but also 
to his history since the operation. The X-ray 
examination of the stomach is of special value. 
Chemical examination of the stomach contents and 
the feces is necessary only when a new ulcer or a 
late complication is suspected. 

In the choice of the operation both the duration 
of the results it usually yields and its mortality 
must be considered. 

The newly formed uncomplicated gastric ulcer 
belongs to the internists. In cases of callous ulcer 
of the fundus of the stomach at a distance from the 


pylorus the permanent effect of a gastro-enterostomy 
is very unsatisfactory. Of importance in such cases 
is the danger of subsequent hemorrhage, perforation, 
and the formation of a peptic jejunal ulcer. The 
end-results of resection are very much better and 
therefore this procedure is to be preferred. Trans- 
verse resection has a considerably lower operative 
mortality than the Billroth II method and the 
modifications of the Billroth method and creates 
conditions more nearly resembling those of the 
normal stomach. . 
In cases of callous ulcer-tumors of the pylorus the 
danger of confusing the condition with carcinoma 
is greater than in cases of callous ulcer at a distance 
from the pylorus, but the late mortality due to 
gastric cancer is considerably higher than that due 
to callous ulcers ata distance from the pylorus. When 
the presence of a carcinoma is suspected any type 
of ulcer should be resected. For juxtapyloric ulcers 
and cicatricial stenoses of the pylorus the author 
always favors gastro-enterostomy, at times combin- 
ing it with exclusion of the pylorus. The end-results, 
however, have shown that the satisfactory outcome 
of operations with a very low operative mortality 
may be rendered less favorable by subsequent com- 
plications (new ulcers, especially peptic ulcer of the 
jejunum). In cases of acute hemorrhage due to ulcer 
operation should be performed only exceptionally 
except in cases of callous ulcer. HELLER (Z). 


Barrington-Ward, L. E.: Gastric Operations: A 
Note on One Hundred Consecutive Cases. 
Lancet, 1921, cci, 382. 

A careful study of operative and postoperative 
results in a series of 100 consecutive cases operated on 
within a period of eighteen months convinces the 
author that the majority of gastric operations per- 
formed by capable surgeons are satisfactory and that 
the failures are due chiefly to the adoption of faulty 
operative procedures. 

Gastro-enterostomy is a most valuable but much 
abused operation. Clear indications for it are: (1) 
gastric stasis due to organic obstruction of the stom- 
ach, and (2) ulcer of the stomach or duodenum which 
may be afforded rest by the operation. Gastro- 
enterostomy is absolutely contra-indicated in atonic 
dilated stomach and when an ulcer is situated so that 
it is not afforded rest by the operation (for example, 
in the cardiac end of stomach). For the latter type 
of case the best available treatment is simple excision 
by means of the knife or by Balfour’s method with 
the cautery. 

Partial gastrectomy is the most satisfactory method 
of dealing with gastric ulcer in the pyloric portion, 
with hour-glass stomach, and with hypertrophied and 
dilated stomach. The postoperative course is excep- 
tionally easy. Ulcers prone to, or undergoing, 
malignant change are completely removed by this 
method and the cure of symptoms is more certain 
than when gastro-enterostomy is done. 

Ulcers of the duodenum in the series of cases re- 
viewed were apparently cured by gastro-enterostomy. 
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Poor results reported by some authors may be due 
to the performance of gastro-enterostomy in the 
absence of definite pathologic evidence of duodenal 
ulcer. 

The end-results of gastrectomy for malignant 
disease were disappointing because of late recurrences, 
but earlier recourse to surgery and the more radical 
treatment of gastric ulcer by gastrectomy should 
improve the outlook in such cases. 

R. W. Nicuots, M.D. 


Konjetzny, G. E.: Gastric Sarcoma (Das Magen- 
sarkom). Ergebn. d. Chir. u. Orthop., 1921, xiv, 
256. 

This article consists of two parts, one dealing with 
the general pathology and pathological anatomy, 
and the other with the clinical aspects of gastric 
sarcoma. 

According to various statistics, sarcomata con- 
stitute from 0.5 to 1.9 per cent of the malignant 
tumors of the stomach. Both sexes are equally 
affected, and the condition occurs most frequently 
during middle age. The etiology and histogenesis 
still remain almost entirely unexplained. A causal 
relationship between trauma and tumor formation 
has never been proved. The malignant change of a 
primary gastric myoma speaks against this etiology. 

As a rule, gastric sarcoma arises from the sub- 
mucosa, less often from the muscularis, and still 
less frequently from the subserosa. Primary sarcoma 
grows either in the form of a circumscribed, nodular, 
pedunculated, or broad-based growth, or as a flat 
infiltrating growth, partially or diffusely involving 
the stomach wall. Its site is usually the greater 
curvature and then, in order of frequency, the 
posterior wall, pylorus, lesser curvature, anterior 
wall, cardia, and fundus. Although true dilatation 
of the stomach does not often occur, the tendency 
toward shrinkage noted in cases of carcinoma is 
absent. Circular growths of sarcoma, however, often 
cause a narrowing. 

The forms of gastric sarcoma may be classified as: 
(1) external, exogastric sarcoma; (2) pedunculated 
internal endogastric sarcoma; and (3) flat sarcoma 
invading the stomach wall. These various forms are 
described in detail and with good illustrations. 
A special type of sarcoma, lymphosarcoma, is 
described, and its relationship to aleukemic lympho- 
matosis is discussed. The differential diagnosis of 
pedunculated exogastric sarcoma from carcinoma is 
not at all difficult. The other forms, however, may 
be very easily confused with carcinoma. Sarcoma 
and carcinoma sometimes occur at the same time 
and very rarely there may be growths which contain 
both carcinomatous and sarcomatous tissue. 

Whether the relation between primary and 
secondary gastric sarcoma is different than that 
between primary and secondary gastric carcinoma 
cannot be judged on the basis of the material on 
hand. 

Unlike gastric carcinoma, 
stationary for a considerable time. 


sarcoma remains 
Metastasis is 


also more uncommon but occurs in a considerable 
number of cases. Round-cell sarcoma is the most 
malignant of all varieties. Sarcoma does not have a 
definite plan of metastasis like gastric carcinoma. 
The statement that its metastases form along the 
blood stream appears to be untrue as regards 
gastric sarcoma as the secondary growths of the 
latter develop more frequently along the lymph 
channels. Histologically, there have been observed 
in the stomach round-cell sarcoma, lymphosarcoma, 
spindle-cellsarcoma, myosarcoma, and myxosarcoma. 
Round-cell sarcoma, including lymphosarcoma, is 


‘found in 40 per cent of cases and spindle-cell 


sarcoma and fibrosarcoma each in about 20 per 
cent. The course of gastric sarcoma varies greatly. 
Hesse found in 162 cases an average bf twenty-two 
months with no great difference between round- and 
spindle-cell sarcoma. It may be assumed that some 
forms of gastric sarcoma are more malignant than 
gastric carcinoma. 

One of the most important complications of 
gastric sarcoma is perforation, which apparently 
occurs more frequently than in cases of carcinoma. 
Moreover, severe hemorrhages may occur when the 
tumor disintegrates. The clinical symptoms sug- 
gesting sarcoma are similar to those suggesting car- 
cinoma. Vomiting occurs in a number of cases and 
there is blood in the vomitus and feces. Chemical 
analysis may not show any change for a long time. 
Anacidity is not an early symptom and even in cases 
of flat, ulcerating, and infiltrating sarcoma, free acid 
may still be present. Tumor formation is the most 
important of the local symptoms. 

According to the statistics of Hesse, a tumor was 
palpable in seventy-one of 179 cases. In general, it 
may be said that a tumor is more often palpable in 
cases of sarcoma than in cases of carcinoma. 

The so-called Kundrat symptom, swelling of the 
follicles at the base of the tongue, is not conclusive 
but is suggestive of gastric sarcoma. Gastric tumor 
is almost always associated with an aleukemic 
lymphomatosis of the stomach. The hemoglobin 
content was decreased in all of the cases studied, 
often very much. The leucocytes were often slightly 
increased. There is no constant blood picture 
pathognomonic of gastric sarcoma. Except in cases 
of pedunculated exogastric sarcoma, it is practically 
impossible to make a differential diagnosis between 
sarcoma and carcinoma before operation. X-ray 
pictures give very little information regarding 
gastric sarcomata. In no case could a diagnosis be 
made from these findings. On the basis of experi- 
ence to date it may be said that a differential 
diagnosis based on the roentgen examination may be 
expected only in cases of pedunculated exogastric 
sarcoma. The other forms cannot be differentiated 
with certainty from carcinoma or other gastric tu- 
mors by means of the X-ray. Radical removal by 
operation is the treatment of choice. An opinion as 
to the permanency of the results cannot be given as 
yet because the number of cases reported is not yet 
sufficient. Von TAPPEINER (Z). 


De Graaff, W. C., and Nolen, W.: Investigations 
Regarding Digestion and Absorption in the 
Small Intestine in Patients with Intestinal 
Fistula (Untersuchungen ueber die Digestion und 
die Resorption im Duenndarm bei Patienten mit 
Darmfistel). Nederl. Maandsch. v. Geneesk., 1921, 


£13. 


The authors report their studies in two cases. 
The first was that of a man 37 years of age who had 
amoebic dysentery, and the second that of a girl 25 
years of age who had ulcerative colitis. In each 
case a separate ileum and cacal fistula was formed 
in order that the contents of the ileum might be 
examined separately. 

The results of the thorough investigations demon- 
strated that a carbohydrate diet yields a chyme 
containing much water, and a nitrogenous diet, a 
chyme containing little water. The passage of the 
intestinal contents from the small to the large 
intestine takes place continuously, at night as well as 
during the day, but the quantity which passes over 
during the day is larger. The chyme requires from 
two to nine hours to reach the ileocecal valve. Its 
appearance and consistency are always the same. 
It is a thick yellow pulp with a slight odor which is 
never distinctly fecal. Its reaction is generally 
alkaline, but after the chief meal is acid. . 

Proteolysis reaches its maximum at night and its 
minimum at midday. The average proteolytic 
strength is 3,750 units; the amylolytic, 7,500. 
The contents of the small intestine contain no 
amino acids or coagulating albumin, and no glucose, 
except after a diet rich in carbohydrates. In the 
cases studied volatile fatty acids in combination 
with aromatic acids and biliary pigment were 
present. Phenols were found constantly in one 
case but never in the other. Indol was demonstrable 
neither in the chyme nor in the urine. Indol forma- 
tion takes place in the large intestine. Its physiolog- 
ical importance has not been entirely established. 

Kowirtz (Z). 


Zoepffel, H.: A Retroczecal Hernia Containing the 
Entire Small Bowel and Beginning Incarcera- 
tion Caused by Perforating Appendicitis 
Cured by Operation (Ueber eine den gesamten 
Duenndarm einschliessende retrocoecale Hernie mit 
beginnender, durch eine begleitende perforative 
Appendicitis verursachte Einklemmung, durch 
Operation geheilt). Deutsche Ztschr. f. Chir., 1921, 
clxv, 267. 

The author operated upon an 18-year-old boy for 
peritonitis due to perforation of the appendix. A 
large sac containing the entire small bowel was 
found behind the cecum. The upper part of the 
jejunum did not appear within the peritoneum at 
first but receded immediately behind it into the 
sac. The last end of the ileum made its appearance 
first at the small opening of the sac just behind the 
cecum. Only the colon was within the peritoneum. 

The sac was first split and then removed. The 
loops of small bowel were found to be collapsed, 
entirely empty, cyanotic, and nowhere adherent to 
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the sac. That part of the bowel lying in the opening 
of the sac was narrowed, and its wall was chronically 
inflamed. 

In the author’s opinion the cause of the hernia 
was a malformation. The patient never had any 
symptoms indicating hernia formation. The small 
bowel was in a state of strangulation caused by an 
inflammatory swelling in the region of the inflamed 
appendix which narrowed the neck of the hernial 
sac. The patient was discharged as cured. 

In conclusion the author reviews fifteen similar 
‘cases reported in the literature. Voiinarot (Z). 


Eggers, H.: Postoperative Intestinal Occlusion 
Following Lateral Entero-Anastomosis and 
Resection of the Small Intestine with Anti- 
peristaltic Position of the Intestinal Loops. 
(Die chirurgische Behandlung des Magenge- 
schwuers unter besonderer Beruecksichtigung der 
Fernresultate; zugleich ein Beitrag zur Frage des 
Ulcuscarcinoms). Beilr. klin. Chir., 1921, cxxiv, 
235. 

The author reports two cases of ileus which 
proved fatal following entero-anastomosis of the 
small intestine with antiperistaltic position of the 
intestinal loops. On the basis of these cases Eggers 
states that it is not a matter of no importance 
whether the intestinal loops are anastomosed in an 
anti-peristaltic position as some textbooks say 
(Kausch, Schmieden). The causes of the immovabil- 
ity due to this position must be sought in: (1) the 
overstretching of the afferent portion, by which the 
lumen of the efferent portion is compressed; (2) the 
too great difference between the lumina of the affer- 
ent and efferent portions, because of which too great 
a part of the intestinal serosa of the narrower efferent 
portion is taken up in the suture and the lumen is 
still more diminished; (3) the extent of the anastomot- 
ic opening; and (4) the weakening of the patient’s 
general resistence. For these reasons the anti- 
peristaltic position should be avoided whenever 
possible, and when it is necessary on account of too 
great weakness of the patient, Kappeler’s method 
of attaching the efferent loop for a considerable 
distance should be employed, although even in this 
case kinking may take place at the last suture. 

It is better to choose an isoperistaltic position or 
end-to-side union. When the lumina show a great 
variation in width, the entero-anastomosis should 
be short, but not less than 3 cm., and spur formation 
should be avoided by wide joining of the serous 
surfaces of the narrower loop. 

The mechanism of ileus is illustrated by schematic 
drawings. VorRSCHUETZ (Z). 


Wortmann, W.: Enterostomy in the Treatment of 
Intestinal Occlusion and Peritonitis (Dic 
Enterostomie in der Behandlung des Darmver- 
schlusses). Med. Klin., 1921, xvii, 932. 

Wortmann reviews the cases of intestinal oc- 
clusion treated in his clinic and recommends enter- 
ostomy for this condition. When the indications are 
definite this procedure gives excellent results, espe- 
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cially in occlusion due to kinking and cases of inflam- 
matory mechanical ileus. Wortmann employs it 
primarily with removal of the occlusion and also 
secondarily if stasis persists after the removal 
of the obstruction. Not infrequently intestinal 
occlusion, especially that due to kinking, is relieved 
only by an enterostomy. This result is due to the 
fact that the valvular closure caused by the over- 
filling, distention, and kinking is released by the 
evacuation of the bowel. 

Enterostomy gives good results also in carefully 


selected cases of peritonitis. A bowel which has been ° 


injured by peritonitis does not always recover at 
once spontaneously, in some cases functioning only 
after stimulation by irrigation. If possible, enter- 
ostomy should be performed in the lower part of the 
abdomen on the left side, under local anesthesia, 
and in an upper loop of the ileum rather than in a 
lower loop or the cecum because most kinkings and 
adhesions occur in the upper loops. The loop of 
bowel is drawn forward, and an incision is made 
between two clamps for the introduction of a No. 13 
or 14 Nelaton catheter. With a few sutures the site 
is then inverted like a Kader-Witzel fistula, the 
bowel is replaced, and the site of the fistula is sutured 
to the peritoneum with four sutures. A small 
catheter is sufficient in all cases as it is necessary 
only to carry off gas and liquids and inanition is not 
to be feared. After the removal of the catheter 
following the return of normal peristalsis the fistula 
closes spontaneously in nearly all cases. If it does 
not, however, its closure may be effected by a slight 
operation. Von TAPPEINER (Z). 


Mokrowski, P. P.: Enteroliths (Zur Frage der Enter- 
olithen). Aertzl. Anz. d. Gouv-Gesundheitsamts u. 
d. Rigaschen Militaerhosp., 1921, i, 21. 


Intestinal stones are rare. Schwalbe reported one 
case among 100,000 surgical cases in the Catherine 
Hospital in Moscow. In the University Surgical 
Clinic in Moscow in the course of thirty-two years 
only two cases were observed among 7,680. The 
author observed three cases among 5,193 major ope- 
rations in fourteen years in the hospital in Wologda. 
In two of these the operation was necessitated by 
the enteroliths, and in one the stone was found ac- 
cidentally. In Russian literature only five cases are 
reported (Schwalbe, Chalafoff, Haudelin and Struve, 
Erichsen, Leshnew). The author’s three cases were 
as follows: 

CasE 1. The patient was a 38-year-old woman 
who, for several years, had had a hard movable 
tumor the size of the fist in the right side of the 
abdominal cavity. The growth gradually became 
larger. There were periodical attacks of obturation 
ileus and chronic obstipation. At operation two 
tumors which almost occluded the intestinal lumen 
were found in the small bowel. The proximal part 
of the intestine was hypertrophied. The tumors 
could not be moved downward. Mesenteric scars 
were found. Two stones were extracted by enterot- 
omy. The mucosa was unchanged. The patient 
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recovered. The stones were dark brown and weighed 
49.6 and 32.2 gm. They consisted of cellulose, 
magnesium, and calcium salts. 

Case 2. The patient was a 50-year-old woman 
who, for three years, had had a hard, nodular, 
rough, and movable tumor the size of the fist in the 
ileocecal region which caused periodical obturation 
ileus and obstipation and cedema of the legs. At 
operation two tumors were found in the cecum. 
The appendix was thickened and matted to the ileum 
which was hypertrophied. There was marked 
thickening of the wall of the cecum. The tumors 
could not be pushed into the descending colon. The 
mesenteric glands were the size of hen’s eggs. 
Appendectomy and cacotomy were done. The 
intestinal wall was 3 cm. thick. The enteroliths 
weighed 51.7 and 12 gm. They were dark brown 
and had inorganic incrustations. The cross section 
showed islands of organic substance. Microchemical 
examination showed small amounts of cellulose and 
large amounts of inorganic salts (calcium phosphate, 
triple phosphates, calcium and magnesium salts). 
The mucous membrane was greatly ulcerated. The 
intestine was sutured with difficulty on account 
of the friability of its wall. The abdominal cavity 
was tamponed. Peritonitis developed on the 
eighth day and death occurred on the eleventh day. 
Postmortem examination showed peritonitis, local 
ileus, typhlitis, and colitis; a scar process about the 
ileocecal valve; cecal tuberculosis; cecal stenosis; 
multiple tuberculous ulcers of the cecum, descend- 
ing colon, and ileum; and perforation of one of the 
cecal ulcers from which the perforative peritonitis 
originated (bacillus coli communis). The intestinal 
suture had held together well. Microscopic examina- 
tion showed cecal tuberculosis and tuberculosis of 
the mesenteric glands. 

In the presence of enteroliths ileus develops 
gradually, as hypertrophy of the proximal loop tends 
to force the stones through the intestine. Tiling of 
Russia has reported a case of complete intestinal 
obstruction due to a gall-stone the size of a walnut. 
In chronic ileus due to an enterolith the loops of 
intestine are practically never matted together. 
The chief part of the intestinal stone is composed of 
indigestible cellulose. Through inflammatory proc- 
esses adhesions form between the intestinal mucous 
membrane and the cellulose masses. If these masses 
lodge in a pouch of intestinal wall the conditions 
are especially favorable for the formation of entero- 
liths. An analogue is the formation of fecal stones 
in the appendix. In such cases also inflammation 
playsapart. Borodulin (Dissertation, Moscow, 1903) 
has shown that fecal stones of the appendix are the 
result rather than the cause of appendicitis. 

CAsE 3. In the third case reported by the author 
operation was performed for chronic appendicitis. 
In the region of the cecum was a diverticulum in 
which a foreign body about the size of a walnut was 
lodged. It was not possible to press the body out 
into the intestinal lumen. The appendix was 12 cm. 
long and adherent a slight distance from the diver- 


ticulum. Appendectomy and cecectomy were done 

and the fecal stone extracted. The patient recovered. 
The author considers enterotomy as the method 

of choice in dealing with intestinal stones. 

HEssE (Z). 


Halstead, A. E.: Ileocolic Intussusception Pro- 
truding Through the Anus: Operation and 
Recovery. Surg. Clin. N. Am., 1921, i, 1083. 


The author reports a case of intussusception in 
a nursing infant of four months. At the time of 
operation, performed three hours after the first ap- 
pearance of the symptoms, the ileum, which con- 
stituted the head of the intussusception, presented 
at the anus. The abdomen was opened, the in- 
vaginated small intestine manipulated toward the 
cecum, the ileum pushed entirely out of the large 
intestine, and the distal end of the ileum just above 
the ileocecal valve, which was bluish black and 
showed several areas of necrosis varying in size 
from 1 to 2 cm. in diameter, was covered with a 
small piece of omentum which had been cut off from 
its attachment. The ring of traumatized serosa 
and muscularis which marked the neck of the intus- 
susception was then infolded by suturing together 
the uninjured serosa on each side of it, and the ab- 
dominal wall was closed in layers without drainage. 
The postoperative course was uneventful. Halstead 
discusses the incidence, types, symptoms, and treat- 
ment of this condition. 

FREDERICK CHRISTOPHER, M.D. 


DeQuervain, F., The Effect of the Removal of the 
Appendix upon the Function of the Intestine 
(De Vinfluence de l’ablation de l’appendice cecal 
sur le fonctionnement de l’intestin). Bruxelles 
méd., 1921, i, 252. 

The physiological réle of the appendix remains 
unknown; none of the numerous hypotheses offered 
have been proved. The question as to whether the 
removal of the appendix is an advantage or a dis- 
advantage to the organism is still unanswered. To 
determine the influence of this operation upon the 
intestinal function DeQuervain studied 500 cases. 
The time which had elapsed since the operation 
varied from three months to three years. The 
results of the study were as follows: 

In 60 per cent of the cases there was no alteration 
in the intestinal function; in 29 per cent, evacuation 
of the bowels became better; and in 11 per cent 
evacuation became more difficult. The removal of 
the appendix therefore appears to have overcome 
constipation three times more frequently than it 
increased it, a fact which does not argue strongly in 
favor of a secretory action of the appendix stimulat- 
ing peristalsis. 

DeQuervain believes all operations involving the 
peritoneum are followed by analogous reflex phenom- 
ena. He investigated this subject in 200 cases of 
operation for inguinal hernia. The results revealed 
that the function of the intestine remained un- 
changed in 58 per cent of the cases, was accelerated 
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in 33.5 per cent, and was slowed in 8 per cent. 
There is therefore a striking agreement between 
these findings and those following appendectomy. 

DeQuervain believes that hernia, as well as 
chronic appendicitis, is capable of upsetting the 
visceral reflexes sometimes in the direction of 
acceleration and at other times in the direction of 
an arrest of peristalsis. The final result of the 
removal of the cause—appendicitis or hernia—is 
essentially the same. 

The relation of these observations to the operative 
indications in cases of appendicitis appears to be 
evident. We are justified in proposing early opera- 
tion pending an attack and in the interval between 
attacks without considering the suppression of the 
function of the appendix. We know that the mortal- 
ity of appendicitis treated non-operatively is about 
8 per cent, while that following operation performed 
during the first day is 0.7 per cent. It is to be 
presumed that a patient would not prefer to take the 
risk of an 8 per cent mortality rate to escape the 9 
per cent risk of postoperative constipation. 

Loyat E. Davis, M.D. 


Barbosa, J. M.: Cystic Pneumatosis of the In- 
testine (La pneumatosis quistica del intestine). 
Med. Ibera, 1921, xv, 217. 


Cystic pneumatosis of the intestine, which is rare 
and difficult to diagnose, is characterized by the 
appearance of numerous gaseous cysts in the coats 
and on the surface of the intestine. These cysts vary 
in size and do not contain any fluid. About 70 
cases are reported in literature, the first by Duvernoy 
in 1754 and by Cloquet in 1820. 

Asa rule the condition is discovered accidentally at 
autopsy or operation and usually is associated with 
gastric ulcer, especially in the cicatricial and 
stenosing period. 

Barbosa describes the case of a man aged 47 
years who had suffered from gastralgia for ten 
years. Laparotomy revealed a callous ulcer of the 
pylorus and numerous gaseous cysts scattered over 
the mesocolon and the free border of the ileum. The 
detachment of these cysts caused extensive hemor- 
rhage. Death occurred soon after the operation 
from cardiac failure. 

Callous ulcer of the stomach or pylorus was found 
in 59 per cent of the seventy cases reported in the 
literature, and pyloric stenosis in 72 per cent. In 
eight cases no concomitant lesion of the intestine 
was discovered. 

The affection may take different clinical forms. 
Barbosa distinguishes: (1) the pseudo-appendicitis 
type; (2) the peritoneal type; and (3) the type 
simulating acute or chronic intestinal obstruction. 
The clinical signs are a ballooning of the abdomen, 
a flaccid and easily depressed wall, a peculiar 
elasticity, tympanitic percussion, peritoneal crepita- 
tion, abdominal hypertranslucency, and acidity 
causing gas formation. 

In the author’s case the cysts were examined 
microscopically. Some of them were well vascular- 


ized while others showed no vascularity. The 
contents consisted always of carbon dioxide, oxygen, 
hydrogen, or nitrogen gas. Sulphuretted hydrogen 
was never found. The walls of the cysts consisted 
of dense and sclerosed fibrous tissue. 

In Letulle’s opinion these gaseous cysts are due to 
an obliterating chronic lymphangitis. The author, 
however, has found nothing to support this theory. 
W. A. BRENNAN. 


Homans, J.: Torsion of the Caecum and Ascend- 
ing Colon. Arch. Surg., 1921, iii, 395. 


Torsion of the right side of the colon is one of the 
rare causes of intestinal obstruction. 

The pathology of this accident rests on certain 
congenital maldevelopments plus a functional dis- 
turbance—rapid gas formation in the intestinal 
canal. For the development of a twist of the right 
colon the latter must have a mesentery. In addi- 
tion, there may be a displacement: (1) of the 
cecum toward the middle or left side of the abdo- 
men, (2) of the cecum upward toward the liver, 
or (3) of the both cecum and the ascending colon. 
In some cases the cecum may be fixed in its proper 
position and the ascending colon may form a down- 
ward hanging loop. 

The studies of a number of men have demon- 
strated that retardation and churning of the con- 
tents of the bowel occur in the right colon for a 
considerable period; also that in the ascending colon 
and cecum fermentative digestion takes place. 
Disturbances in the anatomy of this region may 
produce physiological changes bringing about 
unusual putrefaction and gas formation which may 
lead to acute distention, kinking, and volvulus. 

Three types of twists may occur. The cecum 
and colon may twist on their own axes; the ascend- 
ing colon with a long mesentery may form a loop 
which rotates, or become locked about another 
intestinal coil; or the caecum may twist or bend 
on itself. 

Three cases are reported, the operative procedures 
employed in each being described. 

I. E. Brsaxow, M.D. 


Goldschmidt, W.: Operation for Carcinoma of the 
Large Intestine Complicated by Abscess Forma- 
tion (Zur Operation der mit Abscessbildung kom- 
plizierten Dickdarmcarcinome). Deutsche Ztschr. f. 
Chir., 1921, clxv, 419. 

Heretofore carcinomata of the large intestine have 
been regarded as inoperable when they are not 
mobile in relation to their supporting structure or 
when regional or remote metastases are present. 
Those with abscess formation or fecal phlegmons 
are least suitable for radical operation. In such 
cases heretofore the abscess was opened first and 
resection was delayed until after the cessation of the 
symptoms of inflammation. 

The author reports three cases of his own. In the 
first two there were large tumors of the descending 
colon and the sigmoid flexure which had been pro- 
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duced by perforation of a carcinoma and abscess 
formation. In both cases the tumor was successfully 
mobilized and, without incision of the abscess, was 
placed in front of the abdominal cavity. In the 
first case a transverso-sigmoidostomy was performed 
in a second stage of the operation and the two 
intestinal fistula were closed in a third stage. At 
the end of two years the patient was still entirely 
well. The second patient died from pneumonia and 
urosepsis one month after the operation. 

In the third case there was an ileocecal tumor the 
size of a fist. Primary resection resulted in a cure. 
The tumor was permeated by numerous abscess 
cavities. Histologic examination revealed tuber- 
culosis. 

On the basis of his experience the author con- 
cludes that the indications for the radical removal 
of tumors of the large intestine must be extended. 
WINIWARTER (Z). 


Haeggstroem, P.: A Case of Stake-Injury (Noch cin 
Fall von Pfaehlungsverletzung). Upsala Laekarcf. 
Foerh., 1921, n.s. xxvi, 215. 


A 12-year-old boy fell from a hay-stack and 
alighted in a sitting posture on a stake. The stake 
penetrated the rectum to such an extent that he 
was unable to free himself. The stake was about 1 
yd. long and from 1 to 1% in. in diameter. At first 
the injury caused little disturbance. After three 
hours the patient was taken to the hospital in an 
automobile. The transportation caused him much 
pain. On admission to the hospital he showed signs 
of peritonitis. The urine was normal, showing that 
the bladder was intact. A laparotomy was done 
immediately. The rectum was perforated to the 
base of the Douglas fold and the lowest coil of the 
ileum was contused and its serosa torn. The open- 
ing in the rectum and the injured portions of the 
small intestine were sutured and the abdominal 
cavity was closed. Recovery resulted. 

In the surgical section of the University Hospital 
in Upsala five cases of stake injuries were treated 
in the period from 1919 to 1921. Three of these 
injuries were extraperitoneal and two intraperitoneal. 
Recovery resulted in every instance. Port (Z). 


LIVER, GALL-BLADDER, PANCREAS, 
AND SPLEEN 
Orth, O.: The Ideal Cholecystectomy (Zur Frage der 
idealen Cholecystektomic). Zentralbl. f. Chir., 
1921, xviii, 1106. 

The author is not in favor of the primary closure 
of the abdomen following cholecystectomy which is 
advocated by von Huberer, Ritter, and Schulz. 
He cites one case in which the ligature slipped from 
the cystic duct and caused an accumulation of bile 
under the peritoneum, the stump having been 
peritonized. The pulse dropped to 60 per minute 
due to the absorption of the bile. 

The slipping of the ligature from the cystic duct 
is dependent upon the biliary pressure from the liver 


and the physiological pressure due to the tonus of 
the choledocho-duodenal sphincter. The former 
should be 200 mm., and the latter 675 mm. of water. 
Therefore, until the wound in the cystic duct is 
closed, which takes three days, it is safer to insert a 
drainage tube. 

The author employs the extra-median longitudinal 
incision. VorSCHUETZ (Z). 


Specht, O.: The Formation of a New Gall-Bladder 
Following Cholecystectomy (Ein Beitrag zur 
Frage ueber die Neubildung der Gallenblase nach 
Cystektomie). Beitr.z. klin. Chir., 1921, cxxiii, 507. 

Experiments on animals and material from the 
Giessen clinic (3,704 operations on the biliary tract) 
have shown no proof that the gall-bladder may be 
formed anew after cholecystectomy. Occasionally 
there may be a dilatation of the cystic duct but this 
cannot be regarded as a substitute for the gall- 
bladder. This widening of the cystic duct, which 
occurs regularly in dogs, is very rare in man and 
when it does develop is rarely regarded as a cause of 
the difficulties necessitating the second laparotomy. 
The formation of a stone in this stump of the cystic 
duct is possible, but very unusual. 

Kehr’s statement that after the removal of the 
gall-bladder the cystic duct tends to form a gall- 
bladder with true stones has not been proved. 
Therefore his suggestion that the cystic duct should 
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Rosenow, E. C., and Ashby, W.: Focal Infection 
and Elective Localization in the Etiology of 
Myositis. Arch. Int. Med., 1921, xxviii, 274. 


The results of an investigation of twenty-eight 
cases of myositis at the Mayo Clinic and the findings 
in animals given injections of cultures made from 
material obtained from these cases are reported. 
The technique employed is that devised by the 
author and used in previous experiments regarding 
elective localization. In twenty-five of the cases, 
foci of infection, such as tonsils and teeth, were 
removed, and in twenty-two of these this was fol- 
lowed by very definite improvement or recovery. 
In all but one case elective localization of bacteria 
from foci or excised muscle occurred following intra- 
venous injection into animals. Of these twenty- 
seven positive cases, the streptococcus was found 
to have an elective affinity for muscle in twenty- 
four, the streptococcus and staphylococcus in two, 
and the staphylococcus alone in one. 

Culturally the streptococcus showed two types 
of colonies on blood-agar plates: one, a small colony 
surrounded by a hazy zone of hemolysis, and the 
other a slightly larger, dry colony surrounded by a 
greenish zone. The muscle lesions produced in rab- 
bits were caused by the slightly hemolyzing strep- 
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be removed close to the common duct in every 
cholecystectomy to prevent the formation of a new 
gall-bladder is of no value. In difficult cases it is 
often best not to isolate the cystic duct. In ninety- 
nine cases in which such isolation was not effected 
no regeneration of the gall-bladder was observed. 
Konyjetzny (Z). 


Kanavel, A. B.: Splenectomy under Local Anzs- 
thesia in a Greatly Debilitated Patient. Surg. 
Clin. N. Am., 1921, i, 965. 

Kanavel describes in detail his application of 
Labat’s technique to prevent excessive pain due 
to manipulation, particularly pulling, of the viscera 
during laparotomy under local anesthesia. A needle 
was passed obliquely inward on each side of the 
body of the first lumbar vertebra so that it pene- 
trated the retroperitoneal tissues in the region of 
the cceliac plexus. Thirty-five cubic centimeters 
of a % per cent novocaine solution were used on 
each side. After ten to fifteen minutes the abdomen 
was opened under local anesthesia, the spleen was 
dislocated from the abdomen, two forceps were 
placed on the pancreatic and gastric side and one 
on the splenic side, the splenic artery being grasped 


- separately, and the spleen was removed. The tug- 


ging and pulling on the viscera necessitated by 
such manipulation caused no pain. The spleen 
weighed 1,500 gm. J. D. Exuis, M.D. 


tococcus in ten instances and by the green-producing 
type in ten instances, while in four cases both were 
present. The staphylococcus alone was responsible 
for but one case. 

The cases of myositis investigated fell into three 
distinct clinical groups: (1) cases of acute and 
chronic myositis without other demonstrable lesions 
at the time of study, (2) cases with predominating 
symptoms of myositis in which periarthritis and 
arthritis were present, and (3) cases in which myosi- 
tis was the chief factor, but there was associated neu- 
ritis or perineuritis. 

Cultures from these three groups were injected 
intravenously into rabbits and the resulting lesions 
tabulated. In the first group were ninety animals, 
in the second sixty-one, and in the third fifty-one. 
Of the first group of animals, 88 per cent had muscle 
lesions, 16 per cent were found to have turbid joint 
fluid, and only 1 per cent had lesions in the nerves. 
In the second group the corresponding figures were 
79 per cent, 28 per cent, and o per cent, while in 
the third group they were 67 per cent, 8 per cent, 
and 35 percent. These results paralleled very close- 
ly the findings in the clinical cases, not only with 
regard to muscular lesions, but also with regard to 
the incidence of lesions in the joints in the arthritis 
group and in the nerves in the neuritis group. 

The relation between the results of this group of 
experiments and the results obtained in other ex- 
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periments on elective localization is striking. There 
were numerous instances of very marked electivity 
brought out in this series, some of the most specific 
instances being present in animals which had been 
given injections of salt solution suspensions of the 
small numbers of bacteria obtained in pus expressed 
from tonsils. 

A detailed report of clinical and experimental 
observations on the more important cases is given 
and the microscopic findings in the affected muscles 
are described. The lesions were usually found be- 
tween muscle fibers and, in the earlier lesions, extra- 
vasation of red blood cells, dilation of adjacent 
capillaries, and oedema, with loss of striation of the 
muscle fiber as the swelling increased were the chief 
characteristics. Later, in larger lesions, fragmenta- 
tion and necrosis of the muscle fibers occurred as 
leucocytic and other cells became numerous. Of 
eleven animals given injections of cultures of strep- 
tococci which had been killed with liquor formalde- 
hydi, eight showed lesions of the muscles. This 
indicates that the property of localization is resident 
within the bacterial cell. 

The authors state, “‘The conclusion, therefore, 
may be drawn that myositis, including even the 
mild, transient affections of muscles, is caused in 
the main by lodgment and growth of bacteria, 
usually streptococci, which have elective affinity for 
muscle tissue.” G. H. Jackson, Jr., M.D. 


Jansen, M.: Dysostosis Cleido-Cranialis. J. Orthop. 
Surg., 1921, iii, 468. 

The author calls attention to the two principal 
symptoms to which dysostosis cleido-cranialis owes 
its name: (1) the enlargement of the fontanel, and 
(2) the pseudarthrosis or absence of parts or of all 
of the collar bone. He calls attention also to two 
other conditions which were present in seven cases: 
(1) shortening of the toes, and (2) bilateral flatten- 
ing of the chest. 

In Jansen’s opinion the mechanical malforma- 
tion and the symptoms of growth-stunting may be 
explained by the assumption that the foetus has 
been infolded in its long and transverse axes in the 
eighth week of foetal life. Direct amnion pressure 
forced its forehead against its chest and its shoul- 
ders forward. Compression of the flexible parts 
means arrest of blood supply. Arrest of blood sup- 
ply may produce dwarf growth or death. The 
drawf growth is proportional to the rapidity of 
growth (law of the vulnerability of fast-growing 
cell groups). 

On the basis of these principles Jansen concludes 
that oligohydramnios may produce dysostosis 
cleido-cranialis in the eighth week. 

F. W. Carrutuers, M.D. 


Barrie, G.: Hzmorrhagic Osteomyelitis. Am. J. 


Surg., 1921, XXXV, 253. 
The term “hemorrhagic osteomyelitis’ was first 
used by the author ten years ago to describe a bone 
lesion which previously had been considered a 
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malignant neoplastic process. He believes that the 
designations “giant-cell sarcoma” and “giant-cell 
tumor” are inadequate, inexact, confusing, and 
misleading. The giant cell encountered in this 
lesion is a scavenger or a foreign-body type of cell 
and has no tumor formation properties. Its function 
appears to be that of removing sterile débris. 

It is definitely stated that a preliminary diagnosis 
is impossible without the use of the X-ray. It 
should be emphasized also that an area of osteolysis 
shown by the X-ray may mean one of many other 
gross pathologic lesions. It may be necessary to 
combine the clinical and X-ray pictures with the 
gross and microscopic studies to make a positive 
diagnosis of hemorrhagic osteomyelitis. 

The condition is most frequent in the first and 
second decades of life. Months or years may have 
elapsed in the development of the bone to a large 
size. There is usually a history of injury which may 
have been remote. Pain is not constant. There 
is enlargement locally. Sensitiveness to pressure 
is present and there is some limitation of motion in 
the nearest joint. If the lesion is in the lower ex- 
tremity the subject limps. The roentgenogram 
shows a clear-cut round or oval area of osteolysis. 
The periosteum is usually intact. 

The gross specimen shows vascular granulation 
tissue interspersed with areas of fibrosis or degen- 
erated hyaline masses. 

Microscopic examination shows a heterogeneous 
cellular picture of fibroblasts, scavenger giant cells, 
endothelial and polynuclear leucocytes, lympho- 
cytes, eosinophiles, and red blood cells. 

The treatment recommended is curettage, swab- 
bing with tincture of iodine, and, if the lesion is 
larger than a pigeon’s egg, filling with bone shavings, 
chips, or a bone graft. The author has had no re- 
currences in ten years. Par Lewin, M.D. 


Jones, S. F.: Sclerosing Non-Suppurative Osteo- 
myelitis as Described by Garré; Report of a 
Case, with the Roentgenographic and Patho- 
logic Findings and a Review of Literature. 
J. Am. M. Ass., 1921, Ixxvii, 986. 


The sclerosing types of osteomyelitis are those in 
which there is merely an enlargement and a thick- 
ening of the bone without suppuration or fistula 
formation. 

In the majority of cases the onset of the disease 
is acute and is accompanied by a high fever, swell- 
ing of the affected limb, pain at the site of the bone 
lesion, and considerable infiltration of the soft parts. 
The skin over the affected bone, however, is not 
reddened and there is no formation of pus. With 
the subsidence of the temperature, the swelling of 
the soft parts disappears, only the osseous enlarge- 
ment remaining. 

Mauclaire refers to the statement of Kocher 
that a considerable number of cases of bone sar- 
coma which have been cured by amputation were 
merely cases of sclerosing non-suppurative osteomye- 
litis. The latter type of bone involvement may be 


confused also with the syphilitic and sarcomatous 
types and the rare type of solid osteitis fibrosa en- 
countered in the long bones. 

The syphilitic osteitis and periosteitis result in 
the fusiform enlargement of the shaft of the bone 
and lead to a diffuse hyperostosis closely resembling 
the chronic stages of non-suppurative osteomyelitis. 
Osteal night pains are common to both bone diseases. 

In cases of sclerosing non-suppurating osteomye- 
litis the absence of other syphilitic manifestations, 
the gradual subsidence of the pain, and a negative 
blood and spinal-fluid Wassermann reaction should 
establish the diagnosis. 

In bone sarcoma the problem is even more diffi- 
cult, for frequently there is a history of trauma to 
the affected area. The initial rise of temperature, 
the absence of glandular enlargement, the infiltra- 
tion of the soft parts, which is present early in the 
sclerosing type of osteomyelitis, and the absence of 
cachexia and rapid loss of weight are important 
points in differentiating the osteomyelitis under dis- 
cussion from malignant bone disease. A careful 
roentgenographic and pathologic examination should 
be made in every case. 

In osteitis fibrosa with or without the formation 
of cysts the predominating clinical symptom is 
that of a spontaneous fracture, and the swelling 
and pain are not symptoms of which the patient 
complains. The temperature is usually normal and 
the pathologic process is so insidious in its onset 
that only the occurrence of a slight trauma resulting 
in fracture of the affected bone causes the patient 
to seek surgical advice. 

Trauma cannot be considered as an etiological 
factor. Most observers believe that the disease is 
due probably to an inflammatory process in the 
long bones. We must depend upon the pathologic 
laboratory and the roentgen-ray examination to aid 
in differentiating these unusual bone conditions. 

A detailed case history is given. 

L. C. Donnetty, M.D. 


Cohn, I.: Observations Based on a Study of 
Injuries to the Elbow. Arch. Surg., 1921, iii, 357. 


The author describes certain lines drawn upon 
the roentgenogram of the elbow joint whereby the 
normal contour of the joint or a deviation from the 
normal may be determined. The position of the 
capitellum is most important. With the elbow 
flexed to a right angle, the lateral view shows the 
capitellum occupying the sigmoid cavity. In early 
life a wide separation appears between the articular 
surface of the capitellum and the great sigmoid 
cavity which is entirely eliminated in growth. 

A plane bisecting the shaft of the humerus prior 
to about the ninth year passes behind the posterior 
border of the capitellum. After this period approxi- 
mately two-thirds of the lower epiphysis is anterior 
to it. 

The plane of the anterior limit of the shaft of 
the humerus shows at least one-half of the capitel- 
lum anterior to it. A plane at right angles to the 
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base of the capitellum and bisecting it intersects 
the plane, bisecting the long axis of the shaft at an 
angle of about 130 degrees. With the forearm 
extended and supinated, a plane bisecting the hum- 
erus is intersected by a plane bisecting the ulna 
at an angle of approximately 170 degrees. 

After the ninth year the olecranon occupies the 
entire olecranon fossa and overlaps the capitellum, 
while in early life the capitellum is not overlapped 
by the olecranon. 

A small group of patients treated by the author 
had deformity and limitation of motion and all of 
them presented themselves for treatment several 
hours after the injury with swelling around the 
site of fracture which made it impossible to main- 
tain the hyperflexed position. 

A number of cases have been reported as having 
epiphyseal separation when careful study showed 
the joints to be normal. 

The roentgen ray is of inestimable value when 
properly interpreted. The roentgenogram must not 
be depended upon to show a fracture within an 
epiphysis in young children before the epiphysis 
has been sufficiently ossified. A disturbance of the 
relationship of the planes mentioned by the author 
would enable the roentgenologist to state that 
there will be a disturbance of function and deformity 
unless the condition is corrected. Delay in reducing 
the deformity increases the difficulty of treatment 
because of the swelling. External rotators should be 
developed in cases with supracondyloid fractures of 
the humerus to prevent the carrying of the arm in 
internal rotation and consequent cubitus varus 
deformity. 

In the correct diagnosis of injuries to the elbow 
the history, including both subjective and objective 
phenomena, is important. On inspection, the posi- 
tion — semiflexion, and diminished or lost carrying 
angle — should be determined. Lateral mobility 
may be increased by a tear of the lateral ligaments 
and is exaggerated if one of the condyles is fractured 
in addition. It is further increased by contraction 
of the attached group of muscles which are unop- 
posed by the group torn away from the shaft. 

Palpation always reveals pain at the site of frac- 
ture. Therefore examination should be continued 
under anesthesia. Supracondyloid fractures should 
be reduced in hyperflexion because the triceps acts 
as a natural splint and the relaxed flexors have a 
tendency to bring the distal fragment into the bend 
of the elbow. In fractures of the internal condyle 
pronation is desirable with hyperflexion to prevent 
contracture of the supinators attached to the 
external condyle, and consequently does not diminish 
the carrying angle. 

In fractures of the external condyle hyperflexion 
and supination are required in order to relax the 
pronators of the forearm which are attached to the 
external condyle. 

A conical bag with the apex down supported by 
tapes tied around the neck is found useful to pre- 
vent the bandage from slipping. 
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After the tenth day flexion should be diminished 
at short intervals, and contrast baths, massage, 
and passive motion limited by pain should be begun. 
Plaster molded splints should be used and the 
arm should be held in external rotation. The 
dressing should be closely observed for the first 
twenty-four hours to prevent Volkmann’s ischemic 
contracture. The hand should be included to pre- 
vent secondary swelling. A roentgenogram should 
be taken and studied following reduction. Active 
and passive movements, massage, and resistive 
exercises should be employed after the fourth week. 

S. Reicn, M.D. 


FRACTURES AND DISLOCATIONS 


Scudder, C. L.: Certain Problems Concerning 
Fractures of Bones. Ann. Surg., 1921, Ixxiv, 
280. 


With regard to fractures of bone there are cer- 
tain problems which are not altogether settled, 
viz.: (1) the process of repair; (2) the causes of 
non-union; (3) the treatment of ununited fractures; 
(4) the repair of pathologic fractures; (5) the proper 
handling of comminuted fractures; and (6) the 
treatment of malunited fractures. 

The author states that the older methods (rigid 
bone methods) of treating fractures by “setting” 
the fractured bone, by the use of splints and plaster 
of Paris to fix the ‘set bones,” by immobilization 
of the joints above the fracture, by keeping tightly 
constricting and compressing splints and bandages 
on the fractured limb for weeks, the soft parts, the 
skin, nerves, vessels, and muscles all being left 
without care, are abominable and should not be 
tolerated today. Good results obtained under this 
ancient régime were obtained in spite of the treat- 
ment rather than because of it. 

The following methods have proved valuable: 

1. Extension and counter-extension. These re- 
quire careful supervision and a nice discrimination 
in their application. They permit supported active 
movement of the joints adjacent to the fractured 
bone at an early date and continuously throughout 
the treatment. 

2. Direct bony traction, which brings the forces 
of traction and counter-traction into action most 
effectively and accurately. 

3. The direct grasp of bone without penetration 
for the application of traction. 

4. The direct traction method of Parkhill and 
Freeman in America. 

5. The direct operative treatment advocated and 
popularized by Sir Arbuthnot Lane. 

6. The suspension of fractures which helps to 
eliminate muscular contraction and renders traction 
forces more effective. 

7. The use of the roentgen ray. 

The treatment of fractures may be greatly im- 
proved by: 

1. An organized fracture service in each of the 
large hospitals in the country: 


a. Special wards should be used for the treat- 
ment of fracture cases. It is impossible to care ade- 
quately for these cases when they are scattered 
throughout a hospital as under such conditions the 
responsibility is divided among many persons, there 
is no concentrated interest, and too much work is 
delegated to ignorant subordinates. The general 
service would be more free if separated from the 
fracture cases. 

b. A special personnel should be in charge of 
these fracture wards. The chief of this service 
should be a surgeon of broad general experience who 
is actively interested in molding the policy of the 
fracture division. He alone should be finally respon- 
sible for the results. Serving with, and under, this 
chief should be the necessary assisting surgeons, 
resident house surgeons, and nursing force. The 
service of this staff should be continuous through- 
out the year. 

c. This continuous control should include the 
out-patient service where the ambulatory cases 
are received and treated. Each day of the week 
there should be an out-patient clinic for fractures 
which the fracture service controls and with which 
it is in intimate touch. The policies of the out- 
patient and house fracture service should be iden- 
tical and under the control of the chief of the service. 
Cases of fracture should be followed until the maxi- 
mum functional results are obtained and the wage 
earner is on his feet and re-established. 

d. Insofar as fractures are concerned, the emer- 
gency ward for accident service should likewise be 
under the direct care of the chief of the fracture 
service. A fracture received in the accident ward 
should be regarded as an emergency case requiring 
the immediate attention of those directly responsible 
for the ultimate result. A fracture should be con- 
sidered as much an emergency as a case of perfor- 
ated gastric ulcer. The initial treatment is vital 
to a satisfactory outcome in both instances. 

e. An operating plant in connection with the 
house service is essential. The operative fractures 
must be kept apart from septic operations. Sepa- 
rate instruments must be employed. 

f. A lecture room with easy access to the wards 
is necessary. 

2. Adequate instruction of the undergraduate 
medical student. 

3. The institution of smaller hospital units in 
towns adjacent to, and remote from, large centers. 

4. Graduate instruction of the general practi- 
tioner interested in fractures. 

5. Formal instruction of medical students in- 
tending to become specialists in this branch of 
surgery. 

6. Encouragement of specialization within gen- 
eral surgery of the surgery of fractures. Accident 
surgery today covers a complicated and varied field. 

7. The organization of a clinical surgical frac- 
ture society meeting once a year for the sole dis- 
cussion of fracture problems. 

L. C. Donnetty, M.D. 


Thomas, T. T.: Fixation by a Wood Screw With- 
out Arthrotomy in Certain Fractures of the 
Neck of the Femur. Am. J. Surg., 1921, Xxxv, 292. 


Certain neglected fractures of the neck of the 
femur are treated by the author by means of the 
Whitman abduction method followed by fixation 
by means of a wood screw without arthrotomy. 
Under anesthesia the thigh is abducted and a 
plaster spica extending from the lower thorax to, 
and including, the foot is applied, and an opening 
6 by 8 in., with its center over the great trochanter, 
is cut in the cast. A few days later the patient is 
again etherized and an incision about 3% in. long 
is made over the most prominent portion of the 
great trochanter in the long axis of the limb, to 
expose the anterior and posterior margins of the 
great trochanter. 

With the X-ray as a guide, a screw is driven 
through the trochanter and neck into the detached 
head of the femur. The necessary length is deter- 
mined by the roentgenogram, but as the shadow is 
larger than the object, the screw should be % to 34 
in. shorter than the distance from the external sur- 
face of the trochanter to the surface of the middle 
of the head in the X-ray plate. This obviates the 
possibility of driving the screw through the head 
and into the acetabulum. The wound is then wiped 
out with a little dichloramine-T and completely 
closed, dressings are applied, and the opening of 
the cast is reinforced by means of several plaster- 
of-Paris bandages. 

Because of the small exposure there is practically 
no chance of infection. If the patient is young 
enough he may be permitted to get about on 
crutches with the cast on at the end of four or five 
weeks following the introduction of the screw. The 
latter will prevent any displacement of the frag- 
ments and the weight-bearing will favor the more 
rapid and certain development of bony union. 

The author presents the reports of four cases in 
which he employed the method described. He states 
that to date the results have been good but not 
sufficient time has elapsed to warrant final judgment 
as to the outcome. Rupotpen S. Reicu, M.D. 


Kurlander, J. J.: Fracture of the Spine of the 
Tibia. J. Am. M. Ass., 1921, Ixxvii, 855. 


The author states that fracture of the spine of the 
tibia is rare and may or may not be associated with 
injury to the crucial ligaments. In this connection 
he describes the anatomy and physiological action 
of the crucial ligaments and the knee joint. 

A résumé of the literature regarding fracture of 
the tibial spine is given. 

Kurlander believes that practically all fractures 
of the tibial spine are produced indirectly by pow- 
erful traction on the crucial ligaments as the tibial 
spine is practically inaccessible to direct violence. 
Three cases are reported: 

Case 1. The patient was a man 19 years of age. 
In a fall his leg was suddenly flexed under him and 
he struck his knee on the curb stone. Swelling, 


GENERAL SURGERY—SURGERY OF THE EXTREMITIES 


35 


severe pain, and loss of function followed almost 
immediately and persisted for three weeks, at the 
end of which time he was seen by the author. The 
X-ray disclosed a complete transverse fracture of 
the tibial spine. A plaster cast was applied with 
the leg in complete extension. The cast was re- 
moved in six weeks and active and passive motion 
then instituted. Recovery was complete. 

Case 2. The patient was a woman 50 years of 
age who fell with the knee strongly flexed and 
abducted. Examination revealed rupture of the 
internal lateral ligament and swelling, pain, tender- 
ness, and loss of function. The X-ray disclosed avul- 
sion of a spine of the tibia. The patient was seen 
four months after the injury. 

Case 3. The X-ray showed only a crack through 
the tibial spine. The fragment was not removed 
from its bed. The symptoms were thought to be 
due to a displaced external semilunar cartilage. 

The diagnosis may be made positively only by 
means of the X-ray. The most presumptive signs 
are blocking and locking of the knee. 

The treatment should be conservative. Under 
anesthesia the knee should be manipulated until 
full extension has been obtained and then immobil- 
ized in extension in a plaster cast for eight to ten 
weeks. After the removal of the cast massage and 
passive motion should be instituted. 

When chronic disability due to blocking of exten- 
sion persists it is best to remove the offending 
fragment of bone through a patellar incision. 
The post-patellar pad of fat should be removed 
in order that a good view may be obtained. The 
obstruction to complete extension should then be 
removed and the incision closed. Complete exten- 
sion should be maintained in a plaster cast for 
six weeks and massage and motion then begun. 

Frank G. M.D. 


SURGERY OF THE BONES, JOINTS, MUSCLES, 
TENDONS, ETC. 


Gallie, W. E.: The Implantation of Tendons. 
Am. J. Surg., 1921, xxxv, 268. 


Gallie states that wounds of tendons heal by 
ordinary scar tissue which is produced by the areolar 
membranes on the surfaces and the connective tissue 
trabecule which separate the bundles of fibers. 
This scar tissue when subjected to strain is apt to 
stretch or break unless it is present in considerable 
amount. 

To unite tendon to bone as in tendon fixation or 
transplantation it is necessary to place the tendon 
in close contact with the bone over a considerable 
area in order that the scar tissue may be strong 
enough to withstand the anticipated strain. It is 
necessary also to remove all the areolar membranes 
from the surface and it is best to split the tendon in 
order that the raw surface may come in contact 
with the bone. 

To unite tendon to tendon the raw surfaces must 
be placed in contact over a sufficient area to insure 
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the required strength in the scar. This may be done 
conveniently by braiding or splicing one tendon 
into the other. Pure Lewin, M.D. 


McWilliams, C. A.: The Values of the Various 
Methods of Bone Grafting Judged by 1,390 
Reported Cases. Ann. Surg., 1921, lxxiv, 286. 


The author has analyzed all bone graftings 
reported in the literature and the replies obtained 
from a questionnaire. He considers a method as 
successful only when the graft produced a satisfac- 
tory amount of new bone. 

Connective tissue seems to be essential in the 
formation of bone. Osteoblasts are indistinguishable 
from fibroblasts. The first occurrence in bone forma- 
tion is the gathering of fibroblasts around a blood 
vessel. In this new fibrous tissue calcium is depos- 
ited by some unknown influence which goes on to 
the formation of bone. If calcium is deficient, 
fibrous union results. If there is too great mobility 
between the fragments, cartilage is formed but this 
may eventually become changed into bone. When 
there is no mobility, as when one bone is fractured 
and a parallel bone acts as a splint, there is no 
formation of cartilage. There are three require- 
ments for successful bone grafting: 

1. The graft must bridge a defect. 

2. It must be of a size and type to reéstablish 
the circulation. 

3. It must act as a stimulus to osteogenesis. 

The osteoperiosteal method of bone grafting is 
the method most often successful, and the intra- 
medullary method is least often successful. The 
presence or absence of periosteum seems to be imma- 
terial. Suppuration is apparently the most evident 
cause of failure. Insufficient, or even too brief, 
immobilization seems to be a very frequent cause 
of failure. Grafting should not be undertaken if a 
roentgenogram shows the ends of the bones to be 
markedly atrophied, a condition caused by deficiency 
in nutrition due to too tight or too long prolonged 
immobilization, suppuration, neurotrophic distur- 
bances, or senility. L. C. Donnetty, M.D. 


Haas, S. L.: Function in Relation to the Trans- 
plantation of Bone. Arch. Surg., 1921, iii, 425. 


In a series of experiments on dogs two metacar- 
pals were resected, one being transplanted to the 
paraspinal muscles and the other denuded and re- 
placed in its original position so as not to allow 
contact with other bone. The dogs were then 
allowed to walk. 

The experiments lasted from forty-eight days to 
three years. The transplants were then removed 
and examined macroscopically, with the X-ray, 
and microscopically, the object being to determine 
the effect of function and lack of function. 

In all the experiments the transplants which 
functioned showed very much less degeneration 
than those transplanted to the spinal muscles. 

The author concludes that function undoubtedly 
exerts a definite influence on the viability of a trans- 


planted bone; that free bone transplants degenerate 
less rapidly when functioning; and that transplants 
from old animals do not degenerate as rapidly as 
those from young animals. 

Robert V. Funsten, M.D. 


Putti, V.: Arthroplasty. J. Orthop. Surg., 1921, iii, 


This paper is based on an experience of 113 
arthroplastic operations done by Putti in the past 
ten years: forty knees, thirty-eight elbows, seven 
teen hips, ten jaws, two ankles, two fingers, two 
toes, one wrist, and one shoulder. 

Absolute indications for arthroplasty are some- 
times encountered, e.g., ankylosis of the jaw, bilat- 
eral ankylosis of the hip, and ankylosis of the elbow 
in extension. We must admit, however, that it is 
seldom an absolutely necessary operation, and duc 
consideration must be given to the patient’s genera! 
health, age, temperament, and social state. It is 
not a suitable operation for children or for old 
people, the best age being between 20 and 50. The 
intelligent codperation of the patient is a most 
important factor for if, in the postoperative treat- 
ment, this element is lacking, the operation may 
fail utterly because of his unwillingness to carry on 
mobilization. His financial condition must also be 
considered. If he cannot afford six to twelve weeks 
of after-treatment (depending on the joint involved), 
it may be best to advise against operation. 

Post-traumatic arthritis is best adapted to arthro- 
plasty. The results of treatment are usually more 
successful in the monarticular type than in the poly- 
articular type. The bony ankyloses give better 
results than the fibrous. One should not under- 
take the operation until the joint is entirely free 
from pain and swelling, and no trace of the primary 
disease remains. As a rule surgical intervention is 
delayed until a year after all sensitiveness has dis- 
appeared. Because of difficulty in determining the 
absence of latent infection, it is best not to operate 
on old tuberculous joints. The author has done this 
in only one case. Ankylosis due to progressive 
arthritis is also not a good risk for arthroplasty. 
In post-war wounds the operation should not be 
done unless all sinuses are closed, unless we are sure 
that no foreign bodies or sequestra are present, 
and unless no reaction follows massage, baking, 
and gymnastics. Even then we should wait for 
months or even years. It has been said the pro- 
longed delay may preclude the return of muscle 
function but clinical experience shows that muscles 
inactive for years can regain their function to a 
great extent rapidly. 

Regarding the special indications for each joint 
Putti states that the shoulder rarely requires arthro- 
plasty because the immobility is compensated by 
scapular motion. The wrist requires operation only 
when it is rigid in flexion, but unilateral ankylosis 
of the hip is a deformity to which the patient can- 
not accustom himself. From the author’s view- 
point, the very narrowly limited indications for 


arthroplasty on the knee should be much widened. 
He states that, ‘‘since experience has shown the 
possibility of creating new joints which possess 
excellent functional qualities, which can support 
any work, and which, even after many years do not 
lose their power, I think that also the knee arthro- 
plasty ought to be accepted with greater faith and 
should be executed more frequently. But at the 
same time that I make this statement, I feel it neces- 
sary to add that knee arthroplasty should be advised 
only when a precise indication is recognized, and 
it must be executed by operators who have ac- 
quired a notable skill in the constructive surgery 
of the joints.” 

In performing the operation the incision should 
allow complete exposure of the joint but should not 
sacrifice the tendons and muscles which move the 
part. For the elbow, the Kocher incision is best; 
for the hip, a curved transtrochanteric incision 
with its base proximal; for the knee, a U-shaped 
incision with its base downward; for the shoulder 
and wrist, a straight cut; and for the ankle, two 
lateral cuts. In the resection of the bone ends 
enough should be taken off to leave an interval of 
at least an inch between the new surfaces. It is 
necessary, of course, to interpose some sort of tissue, 
but there is lack of accord among surgeons regarding 
what it is best to use. The author has always 
employed free flaps from the fascia lata to cover 
both epiphyses completely, fixing them in place 
with catgut sutures. 

After operation traction is applied for about a 
month to keep the joint surfaces separated. The 
first movements should begin after ten days and 
should be passive. They may be carried on by the 
patient himself by means of simple apparatus. 
Baking should be begun as soon as the wound is 
healed and continued for many months. When 
the lower limbs have been operated upon the 
patient should not walk until the thirtieth day. 
About a month after the operation a critical period 
of pain and stiffness usually sets in during which the 
patient and the surgeon may begin to doubt the 
results. This is due to a drying-up process and 
perhaps too much motion. The baking should then 
be discontinued for a while. After a few days the 
movements may be carefully resumed. The post- 
— treatment is longest for the jaw and the 

nee. 

The prognosis of arthroplasties as a whole is now 
more hopeful than it has been in past years, Accord- 
ing to the statistics of the author’s cases the best 
results are obtained in the elbow, the next best in 
the knee, the next best in the jaw and hip. The 
knee, which has been considered the least adapted 
to this operation, has been found in the light of 
recent advances to be the joint in which the results 
most satisfactory both to the patient and the sur- 
geon can be obtained. 

In judging the results, the amount of motion is 
not the only criterion. The new joint must be pain- 
less, must perform a reasonable percentage of the 


GENERAL SURGERY—SURGERY OF THE EXTREMITIES 37 


functions of a normal joint, and must possess sta- 
bility and fair resistance to hard work. 
A. Crark, M.D. 


Campbell, W. C.: Arthroplasty of the Knee— 
Report of Cases. J. Orthop. Surg., 1921, iii, 430. 

The knee joint presents the most difficult prob- 
lem in arthroplasty and unfortunately it is also the 
joint which is most frequently ankylosed. In solv- 
ing this problem, animal experiments are of little 
or no value because we cannot simulate the anky- 
losed human knee nor can we obtain intelligent 
coéperation in the case of an animal. 

Only a knee with ankylosis following acute infec- 
tion is suitable for operation. Arthroplasty may be 
advised for all cases of fibrous ankylosis and for 
bony ankylosis in which the normal structure of the 
adjacent spongy bone has not been changed. When 
a medullary canal has been established through the 
destroyed joint or hypertrophied bone has replaced 
spongy bone the operation should not be attempted. 

Through a U-shaped incision, base upward, the 
intercondylar notch is obliterated and the end of 
the femur made to conform to the antero-posterior 
convexity of one normal condyle. A concave sur- 
face is then shaped on the upper end of the tibia. 
If the knee has been in extension it will be necessary 
to lengthen the quadriceps tendon to obtain flexion; 
if it has been in flexion, the usual incision is made 
through the patellar tendon. The opposing new 
joint surfaces must be made to fit accurately to 
prevent lateral motion. “At completion there should 
be considerable laxity, with hyperextension possible 
to 40 or 50 degrees.’”’ In ten cases a pedunculated 
flap was interposed; in nine, Baer’s chromicized 
pig’s bladder was used; and in two, a piece of free 
fascia was inserted between the new joint surfaces. 

Twenty cases are reported. In four of these, 
faulty material (Baer’s membrane) caused failure, 
and in three, a pre-existing low-grade osteomyelitis 
prevented a good result. In nine cases definite 
voluntary motion was obtained; in four, slight 
motion; and in five, satisfactory function. 

In all the successful cases action of the quadri- 
ceps was in evidence at the end of six or eight weeks. 
In one case an arthroplasty had been done before 
and when the joint was opened the second time 
ample space was found between the bones but was 
filled up with dense scar tissue which prevented 
motion. A. Ciark, M.D. 


Cook, A. G., and Stern, W. G.: Report of the 
Commission on Stabilizing Operations on the 
Foot. J. Orthop. Surg., 1921, iii, 437. 


The report of this Commission consists of two 
parts. The first by Cook, which is general in char- 
acter, calls our attention to the most important 
defects in the foot caused by infantile paralysis and 
shows that the disability of the leg and foot are 
due, first, to the absence of muscle power which in 
time leads to disturbance of muscle balance, dis- 
tortion of the bone, faulty weight-bearing, strain, 
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trauma, and the pain accompanying trauma, and 
second, to lack of normal development from insuffi- 
cient normal use. From the consideration of these 
facts we come to the condition known as flail foot, 
the question as to the best method of obtaining sta- 
bility of the foot in paralytic conditions, and the 
function and end-results two years after operation. 

The author calls our attention to the fact that a 
stabilizing operation is indicated only when the loss 
of function of the foot depends upon instability of 
the joint or joints, and when, after faulty balance 
has been corrected, the muscles are still unable to 
control the movements of the joints. 

From an analysis of some of the answers received 
to the questionnaires sent out by the Commission, 
it was learned that while three members of the 
Association preferred braces to any surgical opera- 
tion, at least 95 per cent of the remainder preferred 
astragalectomy or some form of arthrodesis. 

In comparing astragalectomy and the ordinary 
operations intended to produce arthrodesis it seemed 
to the Commission that there was no practical] differ- 
ence as far as the risk to life was concerned, but in 
order to come to some definite conclusion as to 
which operation was the best they visited and exam- 
ined about 250 cases in the leading clinics of Amer- 
ica. These cases were not selected but were taken 
at random and represented a fair cross section of 
the work, 

Of the 250 patients examined by the Commission 
not over twenty had relapses such that the foot 
was unserviceable and could not be easily corrected 
and rendered serviceable by a secondary operation. 
In comparing astragalectomy with transverse hori- 
zontal section—the former known as the Whitman 
operation and the latter as the Davis operation—the 
Commission concluded that astragalectomy done 
after the method of Whitman is the operation of 
choice for the following reasons: 

1. It is a clean-cut procedure and the operator 
can see what he is doing. The surrounding tissues 
are not bruised or mangled, and if the wound be- 
comes infected the stitches can be easily removed 
and the whole cavity exposed and thoroughly 
drained. 

2. Regardless of the chances or process of repair, 
it definitely and mechanically checks motion in 
three directions, adduction, abduction, and dorsal 
flexion, and lessens the range of plantar flexion. 

3. When there is lateral motion at the ankle 
joint it is sometimes necessary to supplement a 
transverse horizontal section with an arthrodesis 
at the ankle joint, thus preventing all motion at 
the ankle joint. It is urged as an objection to 
astragalectomy that the removal of the astragalus 
shortens the leg. This is probably true, but the 
leg was too short before the operation and it does 
not appear to be appreciably shorter afterward. 
The shortening can be corrected by placing the 
foot in a position of moderate equinus and by insert- 
ing a lift in the sole of the shoe. The reconstructed 
foot is shapely, well formed, and serviceable. No 


one unfamiliar with the operation of astragalectomy 
would ever suspect that the astragalus has been 
removed. 

The second part of the report, which is presented 
by Stern, is the more technical and detailed part. 
By the term “stabilizing operation” is meant one 
which limits the untoward motion in one or more 
of the ankle joints in such a way that weight- 
bearing and walking in the physiological position 
will be restored and the deformity, when once over- 
come by corrective operation, will not tend to 
recur. Therefore simple tenotomies and tendon 
transplantations are not discussed, consideration 
being given only to the following standard opera- 
tions: 

1. Arthrodesis, either after the manner of Soule 
(astragalo-navicular) or Ryerson “triple arthro- 
desis” (astragalo-navicular, calcaneo-cuboid, cal- 
caneo-astragalar), and the subastragalar arthro- 
desis of Davis. 

2. Astragalectomy with backward displacement 
of the foot after the method of Whitman and hori- 
zontal transverse tarsectomy with backward dis- 
placement of the foot after the method of Davis. 
It is generally agreed that for cases of lateral dis- 
ability in which there are good calf muscles and the 
foot is more or less in equinus, arthrodesis is best 
and in some cases this may be combined with 
fasciotomy, corrective wedge resections, and ap- 
propriate tendon transplantation. 

For the completely flail and dangle foot or lateral 
instability combined with calcaneus, the Commis- 
sion found that the vast majority of operators pre- 
fer Whitman’s astragalectomy. In connection with 
astragalectomy various forms of tendon trans- 
plantation or tenotomies for the correction or the 
avoidance of unfavorable positions may be neces- 
sary. 

The consensus of opinion is that astragalectomy 
is not indicated in pes equinus or in ordinary 
lateral instability when there are good calf muscles. 
In comparing the Davis horizontal transverse sec- 
tion with that of the Whitman astragalectomy — 
the two operations of choice for the same deformity 
—the Commission recommends the Whitman 
operation on account of the fact that the Davis 
operation is not clearly surgical and the posterior 
displacement of the foot is very difficult to obtain. 

The conclusions drawn are summarized briefly as 
follows: 

1. Metal plates, wires, screws, nails, silk liga- 
— and bone grafts are objectionable and unre- 
iable. 

2. Arthrodesis gives excellent results in lateral 
instability, especially where there are good calf 
muscles. The best results are to be found after the 
triple arthrodesis of Ryerson or the subastragular 
arthrodesis of Davis. Arthrodesis of the ankle joint 
is rarely indicated. 

3. Astragalectomy with backward displacement 
of the foot, when done after the method of Royal 
Whitman, for (1) calcaneus, calcaneo-valgus, etc., 
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(2) for dangle foot, and (3) for lateral deformity, 
gives by far the best results. In some cases the 
results have been so perfect and the foot so sym- 
metrical that it would have been difficult to tell 
that the foot had been operated on if the scar was 
not seen. 

4. Horizontal transverse tarsectomy after the 
method of Davis gives, as a whole, results inferior 
to those obtained by the astragalectomy and is a 
more difficult, bloody, and less scientific operation. 


5. The use of living ligaments after the method 
of Gallie, Putti, Peckham, and others has given 
isolated successes, but as a general rule has not been 
successful and is not held in universal esteem. 

6. In a great many of the cases treated by fixa- 
tion the fixation was done after the ordinary ten- 
don transplantations had failed, and it would seem 
that the place for tendon transplantations is as an 
adjunct to a “stabilizing operation.” 

F. W. Carrutuers, M.D. 


SURGERY OF THE SPINAL COLUMN AND CORD 


Hill, R.: Laminectomy for Meningitis. 
Gynec. & Obst., 1921, xxxiii, 288. 

The author states in meningitis, especially that 
of streptococcic or staphylococcic origin, which is 
often fatal, death is due to two factors, increased 
tension and toxemia. The advisability of perform- 
ing a laminectomy with free spinal drainage in cer- 
tain classes of cases is worthy of our consideration. 
A case of Downes is reported, in which meningitis 
followed fracture of the skull. Severe symptoms 
developed, including high blood pressure and marked 
leucocytosis. Occipital decompression above the 
foramen magnum was done and the dura over both 
sides of the cerebellum and cerebrum was incised. 
Fluid escaped, and the patient recovered. The 
author reports also two of his own cases: 

CasE 1. The patient was a man 40 years of age. 
An operation was performed to remove a bullet 
from the ethmoid bone. The orbital plate of the 
ethmoid was found broken and some brain tissue 
came away with the fragments. One week later 
the patient became delirious, his temperature rose 
to 101 degrees, and at the end of two weeks he 
developed all the symptoms of meningitis. The 
spinal fluid was loaded with pus. Laminectomy was 
performed, the spinous process and lamina of the 
third and fourth lumbar vertebre being removed. 
The dura was exposed for an inch and incised. Some 
of the symptoms persisted for a time but in one 
week the rigidity and high temperature had disap- 
peared. In two weeks the mental symptoms disap- 
peared. Entire recovery was slow but uneventful. 

CasE 2. The patient was a man 27 years of age. 
Meningitis followed otitis media. The diagnosis 
was made on October 23. October 24, 3 oz. of spinal 
fluid were withdrawn. A laboratory report showed 
no organisms but a high polymorphonuclear cell 
count. October 28, the patient was in stupor with 
profound meningitis; his temperature was 101.4 
degrees and his pulse 134. Laminectomy was per- 
formed in the region of the second and third lumbar 
vertebra. When the dura was opened only a few 
drops of clear fluid escaped. A pointed instrument 
passed upward encountered dense adhesions and 
caused a gush of about 20 c.cm. of whitish pus. 
A rubber drain was inserted and the wound closed. 
The temperature dropped to 100 degrees but the 
patient was delirious and died two days later. 


Surg., 


The author believes that operation is indicated 
in cases of streptococcic and staphylococcic menin- 
gitis. Recovery has followed repeated spinal punc- 
ture and it seems rational to assume that laminec- 
tomy should yield infinitely better results if it is 
done before the cerebrospinal channels are blocked 
by inflammatory products and adhesions. 

Frank G. Murpuy, M.D. 


Pybus, F. C.: Spina Bifida. Lancet. 1921, cci, 599. 


The author defines spina bifida as a congenital 
defect of the vertebra, usually the posterior arches, 
which in most cases is associated with protrusion of 
the spinal contents. The defect occurs about once 
in 1,000 infants. 

The different types of spina bifida met with clini- 
cally are best understood by a study of the develop- 
ment of the spinal cord from the neural groove which 
becomes the neural canal, the surrounding meso- 
blastic tissue which forms the spinal membranes, 
and the vertebre which are first laid down in car- 
tilage and later become ossified. A defect in any 
one of these stages may cause some type of spina 
bifida. 

Spina bifida is occasionally a family defect, as 
illustrated by its occurrence in four children in 
one family cited by the author. 

Spine bifida occulta, the mildest form, occurs 
when there is a defect in the vertebral arches with- 
out the protrusion of spinal elements. The defect 
is usually symptomless, is shown by a scarring or 
depression in the midline, and may be covered by 
a small hair field. Occasionally, a mild scoliosis 
develops at the site of the defect. 

The meningocele is next in severity and least com- 
mon. This type is characterized by the protrusion 
of membranes which contain cerebrospinal fluid. 
The tumor may be covered by normal thick skin 
or may be thin-walled, pedunculated, and sessile. 

The meningo-myelocele is a protrusion of the 
membranes and contains some of the cord elements. 
It is the most common form and is larger, broader, 
and usually more translucent than the meningocele. 
The cord may open on the surface of the protrusion 
as a red ulcerated area. 

The syringo-myelocele resembles the meningo- 
myelocele, but the central canal of the cord is 
dilated. 
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The myelocele, the gravest defect of the series, 
is characterized by total lack of development of 
the posterior elements for a certain extent which 
leaves the central canal open to the surface. The 
condition is fatal early. 

The diagnosis is made from the history and appear- 
ance of the swelling. The swelling has an impulse 
during coughing, and fluctuation can be obtained 
between the tumor and the anterior fontanel. 
A differential diagnosis must be made between a 
nevus and a sacrococcygeal tumor. 

Other congenital malformations, such as scoliosis, 
talipes equinovarus, and hydrocephalus, are often 
associated with spina bifida. 

Operation should be limited to a few selected 
cases. Most meningoceles require surgical treat- 
ment, but there is no urgency. In myelocele and 
meningo-myelocele with a large raw area operation 
is of very doubtful value. The presence of hydro- 
cephalus is a contra-indication to operation. 

The first step in the operation consists in expos- 
ing and isolating the sac. In meningoceles the sac 
may then be amputated. In meningo-myeloceles 
the sac is opened and the cord dissected free and 
replaced. The final step is the closure of the wound. 
If it is small, the membranes and fascia may be 
sutured; if it is large the paraspinal muscles and 
lumbar fascia may be utilized. Sometimes an osteo- 
plastic repair may be necessary, but this has not 
been the case in the author’s experience. For such 
repair the spinous processes above and below may be 
used or a bone graft after the method of Albee. 

L. H. Fower, M.D. 


Davis, G. G.: Fractures of Transverse Processes 
of the Lumbar Vertebra. Surg., Gynec. Obst., 
1921, XXXili, 272. 

The author states that fractures of the trans- 
verse processes of the lumbar vertebre are not in- 
frequent. Embryological development is important 
as an etiological factor. At birth the vertebra con- 
sists of three parts, the body and the halves of 
the arch. The ends of the transverse processes 
remain cartilaginous until after puberty, when a 
secondary center appears for each transverse process. 
These secondary centers fuse with the transverse 
process at about the twenty-fifth year of age. 
From this secondary center the transverse process 
of the first lumbar is sometimes developed as a 
separate part which may remain ununited. 

The author describes the anatomy as this also is 
an etiological factor. The most important muscle, 
the quadratus lumborum, has part of its attachment 
on the apices of the transverse processes of the lum- 
bar vertebre. This is a strong muscle and when it 
acts while the thorax, spine, and pelvis are fixed 
it may fracture the transverse process of a lumbar 
vertebra by indirect violence. It is the author’s 
opinion that practically all such fractures occur in 
this manner. 

Ten cases are cited by Davis. In two, bilateral 
fractures occurred. In one, all five transverse 


processes on the left side, and one transverse process 
on the right side were fractured. In another case 
the third and fourth processes on the right side and 
the fourth process on the left were fractured. 

The symptoms of these injuries are definite. 
Pain is constant and well localized, and does not 
radiate. It is exaggerated by motion and disap- 
pears when the patient is completely relaxed in 
bed. Bending increases the pain. Muscular rigidity 
and a point of exquisite tenderness over the frac- 
ture are noted. The X-rays may show the fragment 
in good position but more often there is a consid- 
erable diastasis. 

The diagnosis is made from the history of a fall or 
injury to the back resulting in an area of localized 
tenderness lateral to the median line of the spine. 
The X-ray wilt show the fracture. 

The condition is often associated with osteo- 
arthritis. Frank G. Murpuy, M.D. 


Pearse, H. E.: Removal of Ventral Tumors of the 
Sacrum by the Posterior Route. Surg., Gynec. 2 
Obst., 1921, Xxxiii, 164. 

Ventral tumors of the sacrum are difficult to 
remove, frequently grow rapidly and encroach 
upon the bladder, bowel, and ureters. They are 
of varied structural formation macroscopically and 
microscopically. Their origin seems well estab- 
lished. Very probably they arise from embryonic 
remains of the Wolffian body. In the diagnosis 
they must be differentiated from all pelvic growths. 
Operative removal through the ventral route is 
futile because of the difficulty of approach and in 
controlling hemorrhage. Operative removal through 
the perineal route is equally difficult because of the 
proximity of the ureters and the bowels. 

The author states the best approach is through 
the sacrum. He gives the following rules of tech- 
nique: 

1. Place the patient on his face with the pelvis 
raised and the thighs flexed. 

2. The incision should extend from just posterior 
to the anus upward in the midline above the coccyx, 
and then curve to the left and follow the left edge 
of the sacrum. It should be carried down to the 
bone, and the soft tissues should be dissected up to 
expose the edges of the sacrum and the sacro-sciatic 
ligament. 

3. The sacrum should be divided below the third 
sacral nerves without opening its central canal. 
The attachment of the sacro-sciatic ligament to 
the coccyx should then be severed and the lower 
sacrum freed with a blunt dissector from all connec- 
tions. 

4. All bleeding should be arrested and the 
growth attacked according to its location, attach- 
ment, and adhesions. All Middledorph tumors 
should be attacked from this direction because: 
(1) they lie directly in front of the sacrum, (2) 
they can be removed without disturbing the rest of 
the viscera, (3) it is not necessary to open the 
peritoneum to reach the tumor, (4) the cautery 
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may be used freely without damage to other struc- 
tures, (5) extensive tissue removal can be accom- 
plished safely and quickly because the field is in 
plain sight, and (6) the blood and nerve supply can 
be seen and easily attended to. 

Pathologically these tumors are of the nature of 
sarcoma and are malignant. They travel along 
the lines of the blood supply and their metastases 
are formed in muscle, facia, or fatty tissue instead 
of the lymph nodes. 

The author reports a case as follows: 

The patient was a man 63 years of age who com- 
plained of constant pain in the lower bowel. Pain 
in the pelvis began two years ago. Treatment for 
lues gave no relief. A year before the patient was 
seen by the author he began to take sedatives for 
the relief of the pain. On physical examination a 
soft, cystic tumor was palpated in front of the 
coccyx and the lower sacrum. The diagnosis was 
ventral tumor of the sacrum. Radical removal was 
advised. 

At operation the tumor was found to invade 
the gluteus maximus on each side of the coccyx. 
The sacrum was fractured across at the third sacral 
notch. The tumor was then found to be limited 
above by the peritoneum. It was rotated out of its 
position and removed. Shock was controlled. The 
tissues were approximated and drains inserted. 
There was no pain after the operation. Recovery 
was uneventful. 

Four years later the patient returned with a 
tumor to the left of the scar. At the second opera- 
tion this was found to involve the gluteal muscle 
and fascia, the old scar, and the surrounding fat 
and fascia. The pathologist reported it a hyper- 
nephroma. The patient recovered, but a year 
later showed a recurrence in the old scar about the 
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Lewis, D.: Peripheral Nerve Injuries in Civil Life. 
Wisconsin M. J., 1921, xx, 169. 

For the best results, peripheral nerve injuries 
should be given immediate or early attention. It is 
difficult to discover whether the injury is anatomical 
or physiological but too much time should not be 
wasted in efforts to determine whether or not func- 
tion will return. Sutures done before the ninth 
month are the most successful. 

In civil life nerve injuries are commonly caused 
by knives, glass, sharp metal, fractures, adhesions, 
and subcutaneous injuries. In fractures the nerve 
may be contused or divided by the sharp ends of 
bone at the time of the injury or may be included 
in the callus. The history of the time of onset of 
the paralysis will determine the cause. 

In cases of compression by scar tissue function 
can often be restored quickly by freeing the nerve. 
One case is mentioned in which beginning return of 
function appeared within ten days after the opera- 
tion although there had been complete paralysis 


size of a hazelnut. This was removed at a third 
operation, as were also several nodular masses in 
the same area. The pathologist reported these 
also as hypernephromata. The patient was then 
treated with the X-ray periodically. One year 
later there was no recurrence of the tumor. 

Frank G. Murpuy, M.D. 


Leighton, W. E.: Section of the Antero-Lateral 
Tract of the Cord for the Relief of Intractable 
Pain Due to Spinal Cord Lesions. Surg., Gynec. 
& Obst., 1921, xxxiii, 246. 

The author presents four cases in which he per- 
formed the operation of dividing the antero-lateral 
tract of the cord for the relief of persistent pain of 
organic origin. He concludes that this operation 
will give permanent relief if the lesion is below the 
level of the thorax. In cases of gastric crises the 
section must be made higher than the sixth thoracic 
segment. Leighton sees no reason why it should 
not be made as high as the second or third. He 
would add to the operation also section of the 
posterior nerve roots in the field as this would 
destroy sensory impulses which would reach to a 
higher level. The latter are not blocked in the 
section of the antero-lateral columns as this section 
includes only pain impulses which have crossed 
to the spinothalamic tract below this level. 

In all cases of tabes a bilateral operation should 
be done. Spiller’s suggestion that the incision of the 
cord might be carried forward so that it includes 
even the anterior or motor horn in the thoracic 
region would appear to be a good one as little harm 
could be produced by this procedure. The greatest 
danger lies in cutting too far posteriorly and thereby 
injuring the pyramidal tract. 

Freperick CuristopHer, M.D. 


NERVOUS SYSTEM 


for six months. The paralysis may result from injury 
anywhere along the course of the nerve. 

In subcutaneous injuries the nerve paralysis may 
be due to direct injury to the exposed part of the 
nerve or to some deeper portion. Three cases of 
injury of the external popliteal nerve are cited, in 
all of which there was trauma to the portion exposed 
over the head of the fibula. In one, the lesion was 
farther up in the popliteal space. The nerve had 
not been divided but had been pulled upon until 
the fibers had ruptured at some distance above the 
point where the force had been applied. In the 
second case the nerve had been severed subcutane- 
ously. In the third, nothing could be found except 
delicate adhesions surrounding the nerve. 

In clean-cut injuries of peripheral nerves it is 
necessary to remove only a small portion of the 
divided ends. The important point is to get the 
cut ends accurately approximated without axial 
rotation. Hemorrhage from the cut nerve end should 
be controlled to avoid the formation of a hema- 
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toma. A catgut suture may sometimes be necessary 
to approximate the cut ends. The perineurium 
should then be carefully closed with interrupted 
sutures of fine silk or catgut in order to avoid the 
growth of neuraxones out into surrounding tissue 
and the formation of a dense scar. Fine bee’s- 
waxed silk is recommended. 

Primary suture should be attempted in all cases 
of incised nerve injuries even if infection super- 
venes, as it will keep the cut ends from separating 
widely. 

In cases of injury due to rapidly moving missiles 
the nerve changes are more marked so that it is 
often necessary to resect greater portions of the 
injured nerve before normal funiculi are found. 
Even when large sections of nerve are removed 
suture can usually be accomplished by mobiliza- 
tion of the nerve segments, displacement of the 
nerve, and suitable posture. 

The advantage of primary suture is that no 
neuroma forms on the nerve. In cases of long delay 
a neuroma may be very large and necessitate wider 
resection. 

The distal segment undergoes very little change, 
even after several years. 

In secondary suture it is important to resect the 
scar tissue widely and to make accurate end-to-end 
anastomosis as in primary sutures. The dissection 
should be made along intermuscular septa so that 
the suture can be placed between healthy non- 
bleeding tissue. No Cargile membrane or other 
tissue should be placed around the nerve. 

The only true index of the return of function is 
the return of motion. 

The after-treatment is of great importance. 
The paralyzed muscles should not be overstretched 
nor yet allowed toatrophy. Rigid splinting is con- 
tra-indicated. 


Trophic changes are often the direct result of 
trauma such as cigarette burns of the fingers and 
pressure on the toes and heels. 

Suture of the musculospiral nerve gives the 
greatest number of successful results with return of 
function as early as five and a half or six months. 
After suture of the internal popliteal nerve, func- 
tion may return as early as seven months, which 
is earlier than it returns following injuries of the 
external popliteal nerve. 

Median-nerve suture gives good results. Follow- 
ing repair of the ulnar nerve the results are not 
often very good and motion is sometimes delayed 
for two years. Marcus H. Hosart, M.D, 


Kreuz, L.: Intrapelvic Extraperitoneal Resection 
of the Obturator Nerve According to Selig’s 
Method (Zur intrapelvinen extraperitonealen Re- 
sektion des Nervus obturatorius nach Selig). Arch. 
f. orthop. u. Unfallschir., 1921, xix, 232. 


On the basis of thirteen cases Kreuz recommends 
the intrapelvic extraperitoneal resection of the 
nervus obturatorius according to Selig’s method as 
the treatment of choice in all cases of spastic ad- 
duction contraction of the lower extremities (hemi- 
plegia, diplegia, true Little’s disease). However, 
instead of the longitudinal incision along the bor- 
der of the rectus or in the median line which is 
used by Selig he prefers Pfannenstiel’s suprapubic 
incision. In the after-treatment the legs are kept 
somewhat spread apart for fourteen to eighteen 
days by means of a plaster cast. Active and pas- 
sive abduction and adduction movements are then 
begun. 

With regard to the permanency of the result Kreuz 
states that the time since the operation in the cases 
reviewed has been too brief to warrant an opinion. 

RIEDER (Z). 


MISCELLANEOUS 


CLINICAL ENTITIES — GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Von Redwitz, E. F.: The Surgery of Influenza 
(Die Chirurgie der Grippe). Lrgebn d. Chir. u. 
Orthop., 1921, xiv, 57. 

This article is a collective review with a bibliog- 
raphy of 1,117 references. In the introduction the 
nature, pathogenesis, etiology, symptomatology, 
and pathologic anatomy of influenza are discussed. 
The author then takes up the surgical complications. 
The surgery of influenza in the last two large 
epidemics was really the surgery of pyogenic in- 
fections. Almost all of the organs were involved with 
variable frequency and severity. The author states 
that as there was a general tendency to attribute to 
the influenza all pyogenic infections in persons who 
had had the disease, it is difficult to review these 
cases critically. It must be borne in mind also 
that at the time of the influenza epidemic pyogenic 


bacteria were more numerous in our surroundings 
and the tendency to fever processes was therefore 
greater. 

Most frequent were the complications following 
influenza of the respiratory tract. In this con- 
nection the author discusses in detail the treatment 
of influenzal empyema. Routine treatment, he 
states, is to be condemned. Close clinical observa- 
tion and great care are essential for the rational 
care of this condition. In the opinion of most 
surgeons resection of the ribs should be delayed 
and only aspiration should be done until the pneu- 
monic symptoms have disappeared and the heart 
has become stronger. 

In the treatment of the pyogenic processes the 
epidemic suggested nothing new. The value of 
wound antisepsis according to the Carrel-Daxin 
method or by means of the quinine derivatives 
used by Morgenroth has not yet been estab- 
lished. STaut (Z). 
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SERA, VACCINES, AND FERMENTS 


Eyre, J. W. H., and Marshall, C. H.: A Case of 
Trypanosomiasis Treated by Intrathecal Se- 
rum. Brit. M.J., 1921, ii, 284. 

A detailed report is given of the case of a patient 
with sleeping sickness who was treated by the injec- 
tion of serum into the spinal canal. Infection was 
caused by a single bite of the tsetse fly, the incubation 
period probably having been two weeks in length. July 
30, the patient suffered an attack of what he believed 
to be malaria which lasted for about five days, his 
temperature ranging from 102 to 103 degrees F. 
(Quinine was given but was not effective. The last of 
several irregularly recurring attacks occurred August 
24 and 25. At this time an examination of the blood 
showed the presence of T. gambiense. 

When the patient was seen by Marshall, September 
24, he was suffering from malaise, vomiting, pain in 
the back, and headache. There had been marked 
loss in weight. Examinations of the peripheral blood 
showed two to three trypanosomes to a field. An 
intravenous injection of o.9 gm. of neokharsivan 
was given; half an hour later 20 c.cm. of blood 
were drawn and allowed to stand for twenty-four 
hours in a sterile container. At the end of that 
time a solid clot had formed. In this way 12 c.cm. 
of clear serum were obtained. The following day, after 
15 c.cm. of cerebrospinal fluid had been removed by 
spinal puncture, the 12 c.cm. of serum were injected 
into the spinal canal. For two or three days the 
patient suffered a severe reaction, but following this 
convalescence was rapid. 

Two weeks after the injection, examinations of the 
blood for trypanosomes were negative, although one 
of three animal inoculations was positive. Since 
the patient showed apparent recovery clinically, no 
further treatment was given. All subsequent blood 
examinations and animal inoculations with blood or 
cerebrospinal fluid were negative. No treatment was 
given other than the one injection of salvarsanized 
serum. The use of intrathecal serum was based partly 
on the theory that during treatment the blood forms 
definite antibodies (trypanolysins) as a result of the 
presence of the dead protoplasm of the trypanosomes. 

Since infection with trypanosomes usually leads to 
aninvasion of the central nervous system, Marshall and 
Eyre emphasize the necessity for routine intraspinal 
treatment as a curative measure; it should be used 
also as a prophylactic measure if such an invasion has 
not already taken place. They report that eight other 
patients who were given a single injection of serum were 
well at the end of one and one-half years. A careful 
investigation of this treatment in countries where this 
disease is common is urged. E. G. Jackson, M.S. 


BLOOD 


Hartman, H. R.: Blood Changes in a Gastrecto- 
mized Patient Simulating Those in Pernicious 
Anaemia. Am. J. M. Sc., 1921, clxii, 201. 


The author reports a case of complete gastrec- 
tomy performed at the Mayo Clinic in which recur- 


ring anemia, weakness, and some of the pathologic 
changes seen in pernicious anemia were noted. 

The patient, a man aged 58 years, had been sick 
at intervals for fifteen or twenty years. His chief 
complaint was dull heavy pain in the epigastrium 
after meals, with distressing hunger before meals, 
relieved by food or drink. A diagnosis of peptic 
ulcer with possible malignancy was made because of 
the recent loss of 15 Ib. in weight and a rapid decline 
in strength. 

The blood pressure was normal. The findings of 
the blood examination were: hemoglobin 80 per 
cent, red blood ceils 5,520,000, white blood cells 
8,200, and color index 0.7+-. No differential count 
was made. Single analysis of the stomach contents 
one and one-half hours after a modified Ewald 
meal revealed a residue of 120 c.cm., no free hydro- 
chloric acid, total acidity 4. The roentgenologist 
reported an indeterminate pyloric lesion. 

Operation performed in August, 1917, revealed a 
movable carcinomatous ulcer on the posterior wall 
of the stomach extending to within 4 cm. of the 
cesophagus. A total gastrectomy was performed and 
about 1 cm. of the cesophagus removed; the end of 
the cesophagus was sutured to the lateral wall of 
the jejunum about 45 cm. from its origin. There 
was very little glandular involvement. 

The patient returned to the Clinic ten months 
later, having lost 7 lb. He then complained of epi- 
gastric pain, heart-burn, and excessive salivation 
after meals. He was taking three fair-sized meals a 
day and milk between meals. As his condition 
appeared favorable, no laboratory tests were made. 

Eleven months later he again returned, having 
grown progressively weaker. He complained of 
regurgitation after meals, which, if continued, 
resulted in regurgitation of bile. The blood picture 
was that of pernicious anemia; the hemoglobin 
ranged between 53 and 55 per cent; the red cell 
count was 2,000,000 and 2,280,000; the white cells 
varied between 2,200 and 7,600. The color index 
wasconstantat1.2+. The red cellsshowed increased 
resistance. The Wassermann reaction and the 
neurologic examination were negative. 

A year later the patient returned in a still weaker 
condition. The recrudescences and remissions of 
his anemia were of shorter duration than is usual 
in pernicious anemia, while his health suffered a 
general decline. The only foods which caused dis- 
tress were meat and fresh bread. Examination of 
the eye grounds was negative. There was moder- 
ate cedema of the legs. The hemoglobin was 48. 
The red cells numbered 1,420,500 to 1,880,000, and 
the white cells 4,000 to 4,700. The color index was 
1.2 to 1.6+. Anisocytosis was moderate and poikil- 
ocytosis and polychromatophilia were slight. The 
Wassermann reaction was negative; coagulation 
and calcium times were eight minutes. There was 
increased resistance of the red cells. 

The author suggests that this case, while of no 
significance in itself, might give some clue as to the 
etiology of pernicious anemia. It suggests that the 
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absolute lack of gastric ferments might have some- 
thing to do with an incomplete or abnormal food- 
splitting process, the results of which might them- 
selves be hemolytic or detrimental to the blood- 
forming organs. Pernicious anemia is invariably 
associated with achylia. 

A review of the literature showed only one case 
of complete gastrectomy which had been followed 
for any length of time. This patient, whose case 
was reported by Moynihan, was well for three years 
after the operation, when he began to show evi- 
dences of profound anemia, became pale and 
breathless, and lost weight. He gradually failed and 
died in eight months. Necropsy showed no recur- 
rence of malignancy; there was no dilatation of the 
jejunum at or near the site of the anastomosis. All 
the organs exhibited an extreme anemia; the blood 
in the heart and great vessels was watery. The 
liver was pale and somewhat fatty. The spleen con- 
tained a large and very old infarct. The heart 
muscle was pale and flabby. 

O. S. Proctor, M.D. 


Mayo, W. J.: Pernicious Anzmia, with Special 
Reference to the Spleen and the Large Intes- 
tine. Ann. Surg., 1921, \xxiv, 355. 


Pernicious anamia is characterized by progressive 
degeneration of the red blood, permanent change in 
the method of production of blood, marked changes 
in the spinal cord, achlorhydria, and glossitis. The 
relation of the cord changes, achlorhydria, and 
glossitis to the anemia has not been determined. 
The etiology of pernicious anemia is unknown; the 
early symptoms are indefinite and by the time a 
_— can be established the condition is incur- 
able. 

The relation of the spleen to the formation of the 
blood led the earliest observers of pernicious anemia 
to suspect that the spleen was associated with the 
disease. It remained for Eppinger to suggest that 
the removal of the spleen might cure, and early 
reports give testimony of temporary relief after 
splenectomy sufficient to justify a fair trial of the 
operation. In the cases observed in the Mayo Clinic 
there was a marked gain in weight, an improvement 
in hemoglobin on an average from 36 to 72 per 
cent, and an increase in the red cell count on the 
average from less than 2,000,000 to more than 4,000,- 
000. 
Previous to November 1, 1917, fifty splenectomies 
were performed in the Mayo Clinic for definitely 
established pernicious anemia. The operation was 
then almost entirely discontinued for this condition 
for three and one-half years as there was not suffi- 
cient evidence that it would effect a cure and at that 
time the procedure was not known to give a degree 
of palliation sufficiently greater than that following 
blood transfusion. It therefore seemed wise to await 
the verdict of time. Giffin and Szlapka have recently 
studied the condition of these fifty patients. They 
found that 21.3 per cent of those with pernicious 
anemia survived the operation three years or more, 


living two and one-half times as long as the average 
of a similar group of non-splenectomized patients 
at the same stage of the disease, and that 10.6 per 
cent are alive after more than five years. This clear- 
ly indicates that in at least one-third of the cases 
the average life of patients with pernicious anemia 
is greatly prolonged, and in about ro per cent the 
prolongation is sufficient to lead to the hope that in 
some cases cures may result. In certain early cases of 
a type not as yet fully recognized splenectomy offers 
a possibility of cure. Not only is this true, but also 
in the average cases the palliation following splenec- 
tomy is much greater than that obtained by blood 
transfusion. 

One of the functions of the spleen is to destroy 
deteriorated red cells. Apparently in pernicious 
anemia the red cells are born feeble and the spleen 
sacrifices red cells which, although imperfect, are 
the best the patient can produce and are capable of 
functioning. Removal of the spleen stops this 
destruction, but does not greatly affect the disease 
otherwise. The cases which seem to be most favor- 
able are those in which hemolysis is most active 
and those least characteristic of the disease. It also 
seems very certain that the prospect of benefit is 
better in early than in late cases. When the disease 
has advanced to the point at which the bone marrow 
has been injured beyond the power of recuperation 
the most to be expected is a temporary abatement 
of the symptoms. 

The operation of splenectomy for pernicious 
anemia is simple. Three deaths occurred following 
operation on the first nineteen patients. Operation 
was performed during crises as a last resort in very 
advanced cases. The best plan is to give one or 
two transfusions in order to get the patient on the 
up-grade before operating, and not to operate during 
a crisis. No operative deaths have occurred in the 
last forty cases. 

Many observers have expressed the belief that 
toxic materials from the gastro-intestinal canal are 
the cause of pernicious anemia. In a former com- 
munication the author discussed the physiology and 
pathology of the right half of the large intestine, his 
interest being excited primarily by the frequency of 
surgical tuberculosis and carcinoma of the large 
intestine and further by the work of Lane on intes- 
tinal stasis. Carcinoma or tuberculosis of the 
proximal half of the large intestine produces an 
anemia unexplained by hemorrhage which is much 
more severe than the anemias of carcinoma or tuber- 
culosis of any other part of the body. Experience 
with a large number of resections for the relief of 
anzmic patients in wretched general condition with 
cedema of the extremities, etc. has shown a com- 
paratively low mortality and a high percentage of 
permanent cures. 

Some very interesting observations on balantidium 
coli as the cause of blood and cord changes of the 
pernicious anemia type have been made by Logan 
of the. Mayo Clinic, and in a certain degree the 
cases studied support the hypothesis of the intestinal 
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origin of pernicious anemia. The balantidium coli is 
a flagellate parasite which rarely inhabits the intes- 
tinal tract of man, but is common in the pig. In any 
event the pernicious anemia of balantidium coli 
progresses to a fatal issue. 

There is not much evidence that the etiological 
agents of pernicious anemia arise in the large intes- 
tine. The blood conditions of all patients who have 
disease of the large intestine must be studied to 
ascertain whether anemia, achlorhydria, glossitis, 
or some other abnormal condition exists, and espe- 
cially to study with care from this standpoint all 
cases in which the large intestine is removed or 
splenectomy is performed. 


BLOOD AND LYMPH VESSELS 


Fitzwilliams, D. C. L.: Nevi in Children and 
Their Treatment. Practitioner, 1921, cvii, 153. 


This article is based on the results obtained in 
more than 700 cases in which careful notes were 
kept and on 300 additional cases without notes. 

A nevus is defined as a blood-vessel tumor grow- 
ing by the formation of new vessels. Probably all 
nevi start in an increased growth of the ordinary 
capillaries, new ones forming in much the same way 
as capillaries form in granulation tissue. The capil- 
laries are crowded together with very little inter- 
stitial tissue between them. In deeper tissues the 
capillaries at times run together when the fine septa 
between them break down, and cavernous spaces 
form. The older the nevus, the more apt this is to 
happen. As long as a nevus is spreading, it is sur- 
rounded by a band of spreading, actively-growing 
capillaries. 

The only classification of value is one based on 
position. Nevi in the skin and mucous membranes 
are cutaneous, mucous, or superficial; those in the 
deeper structures are subcutaneous; and those in 
both are transitional. Of 853 nevi noted, 58 per 
cent were superficial, 35 per cent transitional, and 
only 8.5 per cent subcutaneous. As superficial 
nevi spread to the deeper tissues, many transitional 
nevi have been superficial at some time. 

The cause of nevi is not known. They are seen 
only in fat, healthy infants. Their incidence is 65 
per cent in females and 34 per cent in males. 

Fitzwilliams states that in his experience they 
are nearly all present at birth. 

They occur on the head and neck as often as 
upon the rest of the body. The long axis of the 
nevus will always be found to lie in the same 
direction as the nerve which supplies the part. 
Nevi appear near the place where the nerves 
become cutaneous. 

Some disappear spontaneously later in_ life. 
Some ulcerate and disappear. 

Spider marks or telangiectases may be destroyed 
by injecting a little local anesthetic and destroying 
the vessel by means of a hot knitting needle or the 
electric cautery. Following the application then of 
a little ointment a complete cure will result. 


The cutaneous nevus should be treated without 
delay before it has had time to invade the subcuta- 
neous tissue. In the early stages it may be destroyed 
by carbon dioxide snow. If it is large it may be 
necessary to apply the snow in two or three places. 
Care must be taken that the frozen areas do not 
overlap and the process must be repeated in order 
to deal with the untreated areas. 

Excision is equal in every respect to the use of 
carbon dioxide snow, but must be carried out care- 
fully if scars are to be avoided. Electricity is not so 
suitable for these cutaneous cases and is much 
inferior to the other methods mentioned. 

Excision is the best method of treating the sub- 
cutaneous and transitional types. The next best 
is the use of the heat cautery, preferably the Paque- 
lin type. The author describes the technique of 
excision and the use of the heat and electric cau- 
tery in detail. 

The series of cases reviewed did not include the 
small spider marks or so-called ‘‘nevoid” condi- 
tions. The treatment for these is very similar. 

Cart R. STemxke, M.D. 


Alglave, P.: The Surgical Treatment of the Vari- 
cose Ulcer (Au sujet du traitement chirurgical 
de Vulcére variqueux). Bull. el mém. Soc. de chir. 
de Par., 1921, xvii, 945. 


On the basis of his clinical experience and research 
during a period of twenty years Alglave concludes 
that total resection of varices is the only rational 
curative or preventive treatment of varicose ulcers. 

Experience has shown that the Moreschi-Reclus 
treatment of varicose ulcer (interruption of the blood 
column which distends and alters the venous walls 
by its weight and sectioning of the vascular nerves) 
is uncertain in its results. The fundamental princi- 
ples on which total resection is based are as follows: 

1. Every varicose ulcer has its point of origin in a 
varicose vein. 

2. Such an ulcer begins where a diseased vein ad- 
heres to the skin. 

3. The presence of a varix threatens the further © 
development of ulcers in addition to those already 
present. 

4. Total resection of varices is a rational method of 
removing the mechanical causes which increase the 
blood pressure in veins already diseased or in those 
predisposed to varicosity. Such predisposition may 
be congenital or acquired. 

Of seventeen of the patients operated upon by 
Alglave fifteen have remained cured, one for eight 
years, six for fifteen years, two for four years, three 
for three years, and three for two years. Recurrence 
was reported in two cases, both of which were cases 
of complex ulcers. 

Alglave differentiates the typical or simple varicose 
ulcer originating from a varix alone from the more or 
less complex ulcer which has its origin in a sympto- 
matic or secondary varix to which other factors are 
added. In the latter the limb may have been formerly 
affected by phlebitis or there may have been a frac- 
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ture or other traumatism more or less seriously 
involving the veins. ‘The simple varicose ulcer is 
more often amenable to surgical treatment than the 
complex ulcer. W. A. BRENNAN. 


SURGICAL DIAGNOSIS, PATHOLOGY, 
AND THERAPEUTICS 
Llisterri, P.: The Chemistry of Traumatism 


(Quimica del traumatismo). Rev. méd. de Sevilla, 
£621, 


Proteolysis following trauma is a purely digestive 


function which is limited in its scope. The agent . 


charged with tissue proteolysis is the polynuclear 
leucocyte. This is digestive, not phagocytic, as it 
destroys the tissues by its trypsin. The leucocyte 
activity in the production of trypsin ceases when all 
necrotic tissues have been digested and eliminated. 
Just as there are certain bacteria which favor 
intestinal digestion, so also in open wounds there 
are those which favor proteolysis without intoxicat- 
ing the organism. The sporogenic bacteria are the 
most active in proteolysis, and associated micro- 
organisms appear to have a more powerful proteo- 
lytic action than any one particular bacterium. 
Llisterri suggests the treatment of wounds by 
auto-vaccination. Wounds irrigated with dead 
cultures of streptococci will be freed from active 
streptococci. The efficacy of such treatment was 
proved during the war. The auto-vaccination of 
wounded tissue opens up a new field of surgical 
investigation and therapeutics. |W. A. BRENNAN. 


Waterman, N.: Serodiagnosis of Carcinoma (Die 
Serodiagnostik des Carcinoms). Nederl. Tijdschr. 
v. Geneesk., 1921, Ixv, 197. 


The miostagmin reaction of Ascoli and Izar is the 
best of all the serological methods for the diagnosis 
of cancer. It is always positive in cases of cancer of 
the internal organs and becomes negative when the 
tumor has been removed and prolonged radiation 
has been given. As an antigen the author prefers 
methyl-alcoholic extract of normal dog pancreas 
or acetone extract of lecithin preparations. 

After testing the reaction upon normal serum 
Waterman uses the serum of the cancer patient. 
In counting the drops he employs the electric bell 
counter of Traube. The blood is obtained from the 
patient in the morning before he has had any food. 
The serum separates at room temperature and is 
kept in the ice box for two days at 5 degrees C. 
Before the test is made it is kept at room tempera- 
ture for two hours and is then mixed with the 
antigen. The vessels and tubes must be kept free 
from alkali and fat. 

From a series of 108 cases the author concludes 
that the reaction is positive in all cases of internal 
cancer but not in all cases of skin cancer. Erroneous 
positive reactions were obtained in cases of hepatitis, 
luetic splenitis, prostatic hypertrophy, tuberculous 
peritonitis, and diabetes with acidosis. Chiefly on 
account of the uncertainty of the antigen Waterman 


believes that at present the method is a strictly 
laboratory procedure and not practical for general 
use in the clinic. DUENCKER (Z). 


EXPERIMENTAL SURGERY AND SURGICAL 
ANATOMY 


Wilson, L. B.: Dispersion of Bullet Energy in 
Relation to Wound Effects. /i/. Surgeon, 1921, 
xlix, 241. 


Very puzzling effects are often caused by the 
entrance of missiles into tissue. A great, jagged 
wound of entrance may be made by a shell fragment 
which has penetrated only a short distance, yet has 
caused injury only an imperceptible distance from 
those parts actually touched in its course. The 
entrance wound may be almost imperceptible, yet 
interiorly the tissue is pulped at a distance of more 
than 1 cm. from those portions actually touched in 
passage. A study of this kind must be confined to 
missiles of regular form and approximately known 
velocities. 

Missiles of high velocity arouse the greatest 
interest. Although bullets of 1,600 to 2,000 f.s. 
velocity were used in the Revolutionary War, there 
is no authentic record of wound production by these 
missiles. With the Civil War bringing out the 
necessity of rapid fire, cartridges were substituted 
for the older methods, and these reduced the velocity 
to about 800 f.s. Not until the copper-jacketed 
bullets and smokeless powder came into use could 
velocities again be increased to 2,000 f.s. 

Kocher made the earliest experiments on wound 
injuries from high velocity projectiles about 1875. 
Following this, numerous other men have made 
observations, including Sir Victor Horsley in Eng- 
land and Colonel Lagarde in this country. Most of 
the observations were made on the bodies of men and 
animals, though some were made on cans containing 
water, clay, marble, etc. Although these studies 
were made on missiles of about 2,000 f.s. velocity, 
while those of today are from 2,500 to 3,000 f.s., 
they are important because at long range the 
highest velocity missiles fall to velocities of those of 
the older type. 

Very few purposely deformable, and still fewer 
truly explosive bullets were used by any European 
nation during the recent war. The fact that ex- 
plosive effects were so rarely seen during the Spanish 
American war is accounted for by the fact that mis- 
siles of 2,000 f.s. velocity were used at short ranges. 
The explosive effects must therefore be sought in 
the explosive energies of ordinary bullets, either 
when undeformed and flying true, or when deformed 
and flying erratically. 

The principal “explosive effects” produced by 
undeformed high velocity rifle bullets flying head 
on are comminution of bone, the “blasting out” 
of soft tissues at the point of exit, the pulping of soft 
tissues around the track of the missile, and injuries 
to distant parts by energy transmitted through fluid. 
A low velocity bullet will shatter a bone which one 


of high velocity will pass cleanly through. Missiles 
which strike bones of high density are followed 
by less local shattering than those which strike 
bones of lower density—the shafts of long bones 
less than the head, etc. 

The variation in the effects of “blasting out” of 
soft tissues at the point of exit is explained largely 
by a consideration of secondary missiles, that is, the 
placing in motion of fragmented tissues, particularly 
bone. One of the least appreciated effects is the 
pulping of soft tissues along the track of high 
velocity rifle bullets. 

Most of the experiments conducted previous to 
those made by the author had been on dead bodies, 
sand, clay, etc. which do not readily lend themselves 
to an accurate determination of the distance to 
which the energy of high velocity missiles may be 
transmitted. The author chose gelatin as the most 
suitable medium because of its translucency and 
easily controlled densities. This report is merely 
preliminary as the experience of war has opened up 
many ramifications of the problems involved. 

Gelatin was used in densities of 5, 10, 15, and 20 
per cent, and was molded into blocks 3% by 4% by 
2 in. The masses were fired through at a standard 
range of 50 ft., using the regular charge in a Spring- 
field rifle. In addition to observing the shattering of 
the gelatin masses, various other means were taken 
to measure variations in the dispersion of energy. 
These included powdered charcoal on the surface 
or in a small area in the center of the mass and 
threads or delicate silk net embedded in the gelatin. 

Summing up the results without any attempt at 
high mathematical accuracy, it is shown that the 
energy of a high velocity missile passing through 
gelatin of different percentage densities is dispersed 
in an explosive degree to distances approximately 
inverse to the squares of the percentage densi- 
ties. These experiments have been supplemented by 
similar studies on living and dead animal tissues 
and by observations of fatal war wounds. So far as 
one can estimate the relative densities of tissues, 
the principles worked out for gelatin seem to hold 
for cartilage, fibrous connective tissue, muscle 
masses, and soft glandular organs. It has been 
impossible by the methods so far adopted to measure 
the dispersion of energy in fluids. 

One practical lesson from the experiments is that 
rifle and machine gun bullets of high velocity show 
destruction of soft tissues even when no bone has 
been struck, at distances much farther from the 
track of the missile than one would expect, as much 
as1cm. This necessitates wide débridement of the 
track of the bullet. One must also not lose sight of 
the great evulsive effects of the missile in ripping 
out fibers of connective tissue, particularly from 
muscle aponeuroses and the sheaths of vessels and 
nerves. 

Another point is that the softer the organ or 
tissue, the further away from the track of the missile 
will serious secondary results of injuries occur. 
Soft glandular organs, such as the kidney, spleen, and 
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liver, and the nerve trunks, which have not even been 
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touched by high velocity bullets, may be seriously 
affected by the transmission of energy to them 
through intervening soft parts. 

Another striking result is the production of 
minute injuries to the intima of blood vessels due 
to the transmission of energy through a medium of 
low density and viscosity. The gelatin experiments 
seem to indicate that the transmission of explosive 
energy is related more directly to variations in 
viscosity than in density; that is, the less the 
viscosity, the farther the energy is transmitted. The 
important thing for the military surgeon to bear in 
mind is that when a high velocity bullet has passed 
through or even near an important blood vessel, 
minute slit-like lesions of the intima which may be 
scattered far away from the parts actually touched 
are almost certain to occur, and these lesions in the 
intima, even if uninfected, may cause thrombosis, 
fatal secondary hemorrhage, or slowly developing 
aneurisms. The lesion may also be a focus for bac- 
teria in the blood stream. When a bullet has passed 
completely through and out of the body or limb, in- 
dicating its relatively high velocity, and either 
through or in close proximity to an important blood . 
vessel, and when at the same time the tissue is evid- 
ently pulped at a considerable distance from the 
track of the missile, the only safe surgical proced- 
ure is ligation of the vessel at a relatively great 
distance from the track of the missile. 

O. S. Proctor, M.D. 


Fromhold, E. E., and Nersessoff, N.: Artificially 
Produced Jaundice (Ueber kuenstlich erzeugten 
Ikterus). Referatiwny Medizinsky J., 1921, i, 163. 


Jaundice can be produced experimentally either by 
ligating the cystic duct or by poisoning the animals 
experimented upon. It is possible also that it might 
be produced by the direct introduction of bile pig- 
ment into the blood. To throw light on this question 
the authors introduced a solution of bilirubin in 
caustic soda into the auricular veins of rabbits. The 
bile pigment was shown to be toxic; if too large a 
dose, i. e. more than o.1 gm., was introduced the 
animals died with diarrhoea and cramps. When the 
dosage was carefully regulated death did not take 
place even after repeated injections. 

In spite of the fact that large quantities of the 
deep-staining pigments were introduced, no very 
pronounced discoloration of the sclera, skin, or in- 
ternal organs was noted in any case, and in only a 
few was a slight yellow color observed. In no case 
was Gmelin’s urine reaction positive. The behavior 
of dogs in this respect was quite different. Two ex- 
periments on dogs showed that the kidney is readily 
penetrated by bilirubin, but in these animals also 
there was no general jaundice. 

Hence it appears that for the production of icteric 
coloring the presence of bilirubin in the blood plasma 


is not sufficient; the pigment must be visible through 
the walls of the blood vessels or must even color the 
tissues. 
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The conditions under which bilirubin is able to 
pass through the kidney are not yet fully explained. 
As was demonstrated by the authors’ experiments, 
this may occur in rabbits when the cystic duct is 
ligated. The experiments showed also that albumin 
frequently appears in the urine, as is often noted in 
clinical cases of jaundice (hyalin casts and traces of 
albumin). 

If bile pigment is repeatedly introduced into the 
blood of the rabbit, urobilin and urobilinogen in large 
quantitites soon appear in the urine. This sign is 
constant and always very pronounced. 

The experiments reported were the first in which 
an artificial urobilinuria was produced. 

Von Hotst (Z) 


Inlow, W. D.: The Spleen and Digestion. Am. J. 
M. Sc., 1921, clxii, 325. 

From the earliest times the spleen and the stomach 
have been supposed to possess some close interrela- 
tionship. Baccelli, in 1868, demonstrated a gastro- 
splenic circulation through the vasa brevia and 
first put forward the theory that the spleen plays 
a réle in the elaboration of pepsin. Subsequent 
studies of this question have been made on dogs by 
testing gastric secretion before and after splenec- 
tomy. This has been done by means of gastric 
fistulae, Pawlow pouches, and the removal of secre- 
tory meals through the stomach tube. Similar 
studies on man have been made by gastric analyses 
after splenectomy. The results of these experiments, 
which have been contradictory, may be summarized 
as follows: 

1. Removal of the spleen causes a diminution of 
the proteolytic power of the gastric juice. 

2. The injection of splenic extracts, of leucocytes, 
and of extracts of lymph glands increases the proteo- 
lytic power of the gastric juice of splenectomized 
animals. 

3. Removal of the spleen causes an augmentation 
of the proteolytic power of the gastric juice. 

4. Removal of the spleen has no effect whatsoever 
on gastric secretion. 

The chief theory put forward by the first group of 
investigators was that during digestion the spleen 
gives to the blood stream a substance which acti- 
vates or leads to the further elaboration of the 
gastric enzymes, especially pepsin. 

In this experimental study Inlow reports data 
concerning the gastric secretion findings before and 
after splenectomy on three dogs with accessory 
stomach pouches (secretory meal of meat) and on 
two similar dogs serving as controls. Removal of the 
spleen in these experiments caused no noteworthy 
changes in the gastric secretion except a slight dimi- 
nution in the quantity of gastric juice obtained. 

The author is led to conclude from his experi- 
mental inquiries and a critical review of the litera- 
ture that a definite pepsinogenic function of the 
spleen has not been demonstrated and that the 
relation of the spleen to gastric secretion is probably 
merely vascular, the diminution in the amount of 


juice secreted after splenectomy being attributable 
to a decrease in the gastric blood supply due to 
injury to the gastro-splenic circulation. 


ROENTGENOLOGY AND RADIUM THERAPY 


Morrell, R. A.: Some Effects of Radiotherapy upon 
Fibrous Tissue. Arch. Radiol. & Electrotherapy, 
1921, xxvi, 78. 

Although too few cases were treated to warrant 
definite conclusions regarding the value of the 
method, the results obtained were sufficiently en- 
couraging to warrant a more general application of 
it. There was one feature common to all the success- 
ful cases. The symptoms complained of were due 
to the ill effects of fibrous tissue. This scar tissue 
resulted from operative measures rather than from 
the actual wounds received in action; the tissue 
was therefore ‘young’ rather than ‘adult’ tissue. 
In two of the unsuccessful cases the reverse con- 
dition was present: the tissue was of a much older 
nature and due to some form of fibrositis. 

Four groups of cases were treated. Group 1 com- 
prised cases of brachial plexus injury with marked 
scar tissue. The two cases of this group received 
decided benefit from radiotherapy. In Group 2 
three cases of sciatic nerve involvement were greatly 
improved, but two others in which there was a fibro- 
sitis of long standing failed to show improvement. 
Group 3 included two cases in which the long flexor 
tendons were caught up in scar tissue. Both of these 
responded favorably. Group 4 was represented by 
a single case of painful nerve bulb in which the 
treatment proved very successful. Four cases of 
extensive superficial scars with pain due to in- 
volvement of nerve endings received no benefit from 
radio-therapy. 

In all of the cases treated successfully by radio- 
therapy other methods had been used previously 
with little or no improvement. The benefits derived 
manifested themselves by a decrease in the limita- 
tion of movement and alleviation of the pain. The 
scar tissue became softer and more pliable. 

As regards the technique employed, the author 
states that a 16-in. coil and Coolidge tube were used, 
the parallel gap was 9 in., the current, 3 ma., the 
filter, aluminum, generally 3 mm., and the distance 
of the anti-cathode from the skin 14 in. The dose 
measured on the skin and pastille was checked by a 
Corbett tintometer to 4% B, i.e., 2B at half distance. 
The treatment was given at intervals of three days. 
The number of treatments varied. 

The histories of the various cases are reported in 
detail. Apo.pH Hartunc, M.D. 


Ewing, J.: Tumors of Nerve Tissue in Relation to 
Treatment by Radiation. Am. J. Roentgenol. 
1921, N.S. Vili, 497. 

In general, the structural characters which deter- 
mine susceptibility to radiation are cellular: an undif- 
ferentiated form of the cells; rapid growth with 
abundance of mitoses; vascularity, especially when 


due to abundance of delicate capillaries; and absence 
of much intercellular substance. Tumors prove 
relatively unsusceptible when the cells are differ- 
entiated and adult in type, when they grow slowly 
and mitoses are few, when the blood supply is 
through well-formed adult vessels, and when there 
is much intercellular substance. Considering the 
tumors that affect nerve tissue—in the brain, men- 
inges, spinal cord, and peripheral nerve trunks—one 
finds very wide variations in the particulars men- 
tioned, and if the rules hold, similar variations in the 
response to radiation should be expected. 

Neurofibroma and neurosarcoma belong struc- 
turally to the class of non-susceptible tumors; ac- 
cordingly one finds that these tumors are exceedingly 
resistant to all forms of radiation in any dosage 
that can be applied safely through the skin. Of the 
endotheliomata, psammoma, or sand tumor, offers 
great resistence to radiation unless radium is 
applied directly to the growth or is inserted within 
it. Rarely, vascular and cellular endotheliomata 
are encountered which may be more susceptible, 
but whenever the cells are of adult endothelial 
type and of pavement form, they cannot be regarded 
as a very favorable type for treatment by radiation 
unless radium can be inserted within the tumor. 

True angio-endothelioma or perithelioma should 
be more susceptible. Angiosarcoma, as far as the 
tissue itself is concerned, ought to be markedly 
influenced by radiation since its nutrition is very 
unstable, but whether a slow and safe regression 
can be effected appears doubtful, especially when 
the tumor is bulky. On the other hand, as very 
few successful surgical removals of such growths 
have ever been accomplished, experimentation is 
justified. Of all tumors of the brain and spinal cord, 
glioma in its various forms presents most of the 
structural features that favor susceptibility to radia- 
tion. Primary carcinoma of the brain structurally 
indicates a high degree of susceptibility to radium. 
However, this and other tumors springing from the 
ventricles or pineal gland is well protected by dis- 
tance from the attack by radiation. The very deli- 
cate structure of such growths, however, encourages 
the hope that they may in some instances be favor- 
ably influenced by the physical agents. 

Of the group of hypophyseal tumors, cysts offer 
no encouragement for radiation therapy. Chronic 
hypophyseal struma with acromegaly has been 
definitely influenced by roentgen rays directed 
through the temporal regions. It is the author’s 
belief that success will eventually be attained by 
exposing these tumors for direct radiation or by 
inserting minute quantities of radium within them. 
It cannot be said that hypophyseal struma, being a 
form of functional hyperplasia, is very susceptible 
to radiation. The cellular adenocarcinomata are 
more so. In either case the bulk of the tumor should 
render the insertion of radium a safe procedure if 
infection can be avoided. 

The hypophyseal duct tumors belong in the class 
of basal-cell carcinomata and should respond well 
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to radium. The slow course of most hypophyseal 
growths and the peculiar clinical symptoms due to 
functional disturbance of the endocrine system con- 
stitute very delicate indicators of any therapeutic 
effect that may be produced upon them and render 
this field of unusual interest in radium therapy. 

The successful and safe use of radiation in the 
treatment of intracranial and intraspinal tumors is 
dependent upon getting a sufficient dosage to the 
tumor without injuring the overlying tissue. Allow- 
ance must be made for the density and thickness of 
the intervening structures. That an effective dosage 
of radiation sufficient to influence the growth of 
cellular tumors can be delivered through the adult 
skull to all portions of the brain, can be shown by 
physical computation and has been demonstrated 
experimentally by the work of Bagg on dogs and 
monkeys. Whether such dosage will prove suffi- 
cient to bring any of these tumors to a standstill 
or to definite regression can be determined only 
by experiment on the human subject. In children, 
the comparative thinness of the skull, the smaller 
size of the brain, and the more frequent occurrence 
of cellular tumors suggest that external radiation 
should be employed before other methods are used. 

Another factor which deserves consideration is 
the increased intracranial pressure which is usually 
associated with brain tumor. Full radium dosage 
may be expected to produce hyperemia, an increase 
of intracranial pressure, and probably some oedema 
before it can cause any definite recession in the 
bulk of a tumor. Therefore, unless the patient can 
withstand a certain temporary increase in the 
pressure, the application of radium may be followed 
by aggravated symptoms. 

When the tumor can be exposed, it becomes 
accessible to the direct application of radium or to 
the insertion of emanation needles. The last 
method is undoubtedly the most effective without 
regard to the structure of the tumor, but is accom- 
panied by the danger of infection and the risk of 
injury to normal brain tissue. If radium needles 
are to be used it is highly important that the tumor 
tissue should not be disturbed by partial excision 
as it acts as a filter protecting the normal unaffected 
areas. The practice of attempting to remove as 
much as possible of the tumor and then turning the 
case over for radium treatment generally assures 
failure and discredits radium therapy. With few 
exceptions, surgery should be used only to expose 
the growth when a brain tumor is to be treated 
with radium. Cordial coéperation and mutual 
understanding between the surgeon and radiologist 
are essential if success is to be achieved in this field. 

Apotex Hartunc, M.D. 


Bettman, R. B.: The Removal of Embedded Nee- 
dles in Broad Daylight with Intermittent 
Fluoroscopic Control. Surg. Clin. N. Am., 1921, 
i, 1163. 


The author describes an operating fluoroscope 
he has devised with which he is able to operate in 
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broad daylight and have at hand the mean of 
obtaining fluoroscopic aid without danger to asepsis. 

This fluoroscope is similar to the hand fluoro- 
scope in common use. It fits snugly against the 
operator’s forehead and cheeks so that when the 
screen is down it is light tight. It weighs very little. 
The straps over the head are adjustable. The screen 
is on a hinge and is held closed by a spring. When 
the screen is open the spring holds it open. At the 
same time a bit of ruby glass to preserve the pupil- 
lary accommodation is raised before the operator’s 
eyes. A young man or one with good accommoda- 
tion to light can dispense with the red glass. 

Lead glass like that used for the fluoroscopic 
screens in common use is placed at the base of the 
hood to protect the operator. The screen is the 
usual fluoroscopic screen. 

When the screen is opened the surgeon has direct 
vision. When the screen is closed he can see the 
fluoroscopic images exactly as if he were in a dark 
room using an ordinary fluoroscopic screen. After 
the fluoroscope has been adjusted to the head it is 
covered with a sterile cloth through which the 
screen can be manipulated. 

The usual fluoroscopic table with the under table 
sliding tube box installed in every X-ray depart- 
ment is amply sufficient. 

Bettman describes the use of this fluoroscope in 
detail in the removal of a needle fragment embedded 
in the hand. FREDERICK CHRISTOPHER, M.D. 


Carter, L. J.: The Treatment of Tuberculous 
Cervical Adenitis: Results from the Use of 
Fractional X-Ray Dosage in One Hundred 
Cases. J. Radiol., 1921, ii, 22. 


The author believes that the roentgen ray can 
cure any tuberculous cervical adenitis that surgery 
can remove and do it with less discomfort to the 
patient and less danger of spreading the infection. 
The only indication for surgery is given when a 
caseous gland has broken down as the result of 
secondary infection or through hquefaction necro- 
sis and is pointing toward the skin. In such cases 
the detritus or the pus should be evacuated by the 
smallest skin incision. 

The aim in applying roentgen therapy should be 
to imitate nature’s method of producing a cure. 
A study of the pathology of tuberculous glands and 
the changes occurring in them during the healing 
process reveals a hyperplasia first of the lympho- 
cytes and subsequently of fibrous tissue elements. 
Treatment should be applied with a view to stimu- 
lating these defensive forces rather than to causing 
destruction. The hard rays commonly used tend to 
produce the latter result. The author believes that 
rays of medium softness give a desirable stimulation 
and therefore are preferable. This conviction was 
confirmed by several unfortunate experiences in 
which glands were given highly filtered intensive 
treatment and the condition was aggravated rather 
than alleviated. The good results obtained in 
sanatoria with heliotherapy also speak for the 


value of stimulation. Above all, the uniformly 
good results obtained in one hundred cases treated 
by rays of medium penetration are convincing proof 
of their value. 

As regards the technique advocated, Carter 
states that the rays used were as soft as was con- 
sistent with thorough penetration and safety to 
the overlying tissues. A 2 mm. aluminum filter was 
used. Rays backing up a 5-in. parallel spark gap 
were applied at a 10-in. focal distance for a period 
of five minutes, a 4 m.a. current being used. This 
gave approximately a skin dose underneath the 
filter or seven-eighths of a skin dose in the glands. 
One such treatment was given every five to seven 
days until there was a marked decrease in the size 
and inflammatory condition of the glands. The 
usual number of treatments necessary was eight to 
ten. The interval between treatments was then 
extended to two weeks and they were continued 
thus for a period of six to nine months. The patients 
in this series who continued the treatment until 
they were discharged as cured received an average 
of twenty-four treatments, each series extending 
over an average period of ten months. 

Simultaneously with the roentgen therapy certain 
general measures common to the treatment of all 
forms of tuberculosis were carried out. Of cardinal 
importance was the hypodermic use of tuberculin 
at a dosage short of producing a systemic reaction. 
The possible existence of foci of infection should be 
borne in mind, and if they are located, they should 
be promptly eradicated. 

In one of the early cases of the one hundred upon 
which this report is based, telangiectasis was pro- 
duced where an erythema of the skin occurred. 
During the course of the treatments about ten of 
the glands broke down and required evacuation. 
This was done through a very small skin incision, 
which promptly healed. There was no case of 
unhealed tuberculous sinus. There was recurrence 
in only two cases which were discharged as cured. 
These cleared up on further treatment and have 
remained quiescent to date. In thirty of the cases 
the cure dated back over five years. 

In only two cases was there anything to indicate 
that the treatment might possibly have any effect 
in spreading tuberculous infection. One of these 
patients died of tuberculous meningitis and the 
other of acute miliary tuberculosis. The author 
does not believe there was any causal relation 
between the treatments and the subsequent devel- 
opment. Five patients changed their residence 
and transferred their treatment to other radio- 
therapists. Six patients failed to follow up the 
treatments after they had merely begun them. 
Eleven patients are continuing the treatment, pro- 
gressing favorably, but are not yet ready for 
discharge as cured. The rest of the hundred have 
been discharged as apparently cured. The glands 
have been reduced to the merest kernels, and the 
general condition has been restored to one of well- 
being. AvotpH Hartune, M.D. 
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Groeschel, L. B.: Gastrocolic Fistula. Am. J. 
Roentgenol., 1921, n.s. viii, 516. 


Gastrocolic fistula is not a rare condition, but the 
fact that it is seldom diagnosed is evident from 
the relatively small number of cases reported in 
the literature. In the case reported by the author 
the fistula was diagnosed by means of the roentgen 
ray following the injection of an enema of barium 
and mucilage of acacia and demonstrated both by 
the fluoroscope and the plate on several occasions. 
A detailed history of the case is given, together 
with the laboratory and roentgen findings. Several 
roentgenograms are included. 

Hartune, M.D. 


Bevan, A. D.: X-Ray Burns. Surg. Clin. N. Am., 
1921, 1, 935- 

X-ray burns are painful. The pain is probably 
due to the obliteration of blood vessels which robs 
the nerves of their normal supply of blood as in 
senile gangrene. The pain is often so severe that 
the use of opiates is necessary. In severe burns 
not only the skin but the deeper tissues may be 
destroyed. These very rarely result in cancer. The 
superficial burn, so-called X-ray dermatitis, is 
more apt to lead to epithelioma. Many of the 
earlier X-ray technicians lost their lives from this 
sort of cancer before the proper protective precau- 
tions were taken. 

In the treatment of severe X-ray burns excision 
gives the best results. The whole damaged area is 
removed en bloc, the dissection being begun well 
outside the burn and including tissue underneath 
it. The area is then covered with Thiersch skin 
grafts which are covered with one thickness of 
gauze very carefully applied. Over this is placed a 
layer of several thicknesses of sterile gauze which 
in turn is covered with a sterile gauze roller about 
5 in. in width. Over this is placed a starch bandage 
which, when dry, fixes the dressing accurately in 
position. This dressing is left in place four or five 
days if there is no reaction, and is then removed 
carefully so as not to lift the grafts from their bed. 

Too much time should not be spent treating these 
burns with salve and various dressings. As soon as 
it is recognized that certain portions of skin are too 
greatly damaged to recover they should be removed 
and skin grafts should be used. This makes the 
development of epithelioma as remote as possible. 

The author reports two cases of X-ray burns of 
the leg which teach that the X-ray may do much 
harm and should be used only by experts. 

Marcus H. Hopart, M.D. 


Bérard: The Treatment of Cancer with Radium 
(Sur le traitement du cancer par le radium). Lyon 
chirurg., 1921, xviii, 503. 

From a study of the statistics given in the litera- 
ture Bérard concludes: 

1. That in the treatment of cancer of the uterine 
cervix, radium, either alone or combined with in- 
tensive X-ray treatment, has given undoubted 


clinical cures, some of which have been controlled 
as long as eight years. 

2. The recoveries resulting from operation still 
seem more numerous than those due to the use of 
radium alone, but less numerous than those ob- 
tained from the employment of radium combined 
with intense X-rays. 

The operative mortality varies from 5 to 20 per 
cent according to the gravity of the condition. 
The risk of death is not negligible in treatment with 
radium; ordinarily it is between 8 and to per cent. 

In the second part of his article Bérard deals at 
length with the accidents which may result from 
radium treatment. The majority of such accidents 
and the total failures are due to errors of technique. 
The former include ulcerations consecutive to burns 
and necrosis of insufficiently protected tissues, 
infective and septicemic complications following 
the introduction of radium tubes into ulcerated 
cervical cancers, diffuse phlegmons arising from the 
introduction of radium tubes into ulcerated and 
infected tumors, and perforations of natural conduits 
and septa by the tubes. 

In Bérard’s opinion wide surgical excision is 
indicated if the tumor and invaded glands can 
be removed en masse and should be preceded by 
radium and intense X-ray treatment to sterilize 
the cancerous elements already disseminated in the 
lymphatics though not clinically discernible. The 
application of radium and the X-rays after surgical 
operation seems of value only if there has been 
difficulty in liberating the tumor and there is a 
possibility that some of the neoplastic elements 
have been left behind. With the exception of 
cancers which are still local, the use of radium is 
becoming more and more applicable as the operative 
mortality or the danger of recurrence increases. 
Bérard believes that in cases of infiltrating cancer 
of the cervix the Wertheim and all other extended 
hysterectomies are inferior to the use of radium 
alone or combined with the X-rays. 

W. A. BRENNAN. 


LEGAL MEDICINE 


Reasonableness of Requiring Morbidity Reports. 
Smythe vs. State (Miss.), 86 So. R., p. 870. 


The Supreme Court of Mississippi holds that, under 
a provision of the code empowering the state board 
of health to make and publish all reasonable rules 
and regulations necessary to enable it to discharge its 
duties and powers to carry out the purposes and ob- 
jects of its creation, a regulation requiring every 
licensed physician practicing in the state to file a 
morbidity report on the first day of each month is not 
unreasonable. It is not only reasonable, but an im- 
portant and valuable aid in the preservation of the 
public health. 

The defendant testified that he had never received 
a copy of these regulations; that he had no knowledge 
of the existence,of the rule requiring reports to be 
made on the first day of the month; that, prior to the 
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administration of a named county health officer it 
had been the custom in that county to file these re- 
ports on or about the tenth day of each month, and 
that in so doing the physicians were acting under the 
directions of the county health officers. 

As there was no presumption that the defendant 
had knowledge of a mere rule or regulation of the 
state board of health, and as under the evidence the 
peremptory instruction requested by the defendant 
should have been granted, the court reversed a 
judgment of conviction for unlawfully and knowingly 
violating a rule or regulation of the state board of 
health and discharged the defendant. 

J. A. CASTAGNINO. 


Efforts Should Be Used to Save Injured Arm or 
Leg. Wrenn vs. Connecticut Brass Co. et al (Conn.), 
112 All. R., p. 638. 

The plaintiff, on March 6, 1915, sustained a 
fracture of the left forearm, following which his arm 
remained in a twisted and unnatural position. A 
competent surgeon was of the opinion that bone 
grafting would in some measure restore its function. 
The operation was performed, and by the latter 
part of April, 1916, the forearm had become straight, 
and the surgeons believed that a good functional 
result would follow. Instead, a suppurative process 
persisted and June 26, 1916, it was necessary to 
operate further. The second operative wound was 
healed by August, 1916. 

The arm has never been a useful member since 
the original injury, and at no time has it been pos- 
sible to use it for industrial purposes. The period 


of incapacity for which the injured employee was 
entitled to compensation did not cease and the con- 
dition of complete and permanent loss of the arm 
exist did not exist until August, 1916, to which time 
treatment was continued and at which time treat- 
ment was discontinued as the wound had healed. 
At the end of this period he was entitled to com- 
pensation for the complete and permanent loss of 
the use of the arm. 

The court stated that all reasonable effort should 
be used to save an injured arm or limb and thus 
prevent the necessity for its amputation or the 
complete loss of usefulness of the member. Until 
the time for such effort has passed, professional skill 
should be directed to effect a cure. When compe- 
tent professional opinion on fair examination reaches 
the conclusion, or should reach the conclusion, that 
it is not reasonable to expect to cure or improve the 
injured arm, it can then be said for the first time that 
the loss of this member has occurred. This, how- 
ever, does not compensate the injured employee 
for the period between the date of the injury and 
the date of the determination of the complete loss of 
use. The loss of the arm through amputation occurs 
when the amputation takes place. The complete 
and permanent loss of the use of the arm occurs 
when no reasonable prognosis for complete or partial 
cure and no improvement in the physical condition 
or appearance of the arm can be made. Until such 
time the specific compensation for the loss of the 
arm or for the complete and permanent loss of the 
use of the member cannot be made. 

J. A. CAstTacnino. 
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Daels, F.: The Alquié-Alexander Operation (L’opér- 
ation d’Alquié-Alexander). Bull. Acad. roy. de méd. 
de Belg., 1921, 5 S., 1, 298. 


Although Daels has performed the Alquié- 
Alexander operation (extra-peritoneal shortening of 
the round ligaments) in 150 cases with only two 
recurrences, he is not satisfied with the usual 
technique. Suture of the round ligament to the 
posterior surface of the aponeurosis of the external 
oblique is not simple, and strong traction is 
necessary to obtain such fixation. Moreover, it 
cannot be effected at an appreciable distance from 
the incision; the sutures both of the ligament on the 
aponeurosis and of the two ends of the aponeurotic 
incision fall side by side if they do not actually 
imbricate. Therefore as a very wide opening of the 
inguinal canal is necessary and there is irregular 
cicatrization with sometimes necrosis of a part of 
the ligament and the aponeurosis, Daels sought a 
method permitting the use of a smaller incision in the 
inguinal canal and fewer aponeurotic sutures while 
assuring solid fixation of the ligaments. After 
trying various methods he finally decided to fix the 
shortened ligaments on the ligaments themselves. 

He makes a lateral incision 3 or 4 cm. in length on 
each side at the level of the external ring of the 
inguinal canal, enlarges this ring with the finger or by 
section of the aponeurosis, and isolates the round 
ligament, drawing it out for a length of 6 to 10 cm. 
By means of a forceps he hollows a tunnel under the 
aponeurosis of the recti muscles and through the 
fibrous tissue of the median line to the inguinal canal 
on the opposite side. With the forceps he then 
brings the extremity of the right round ligament 
over to the left and the extremity of the left round 
ligament over to the right. The ligaments cross in 
the tunnel and are fixed to each other by a few 
sutures in the inguinal canal. As frequently it is 
difficult to free the round ligaments fully, he makes 
a vertical incision in the median line above the 
pubis and opens the sheath of the recti muscles, 
brings the ligaments here, ties them together, and 
then buries the knot and covers it by an aponeurotic 
suture. The round ligaments are maintained in 
contact for the entire length of their aponeurotic 
tract and form adhesions. 

Daels has performed this operation in fifty cases. 
Since he has abandoned the extended aponeurotic 
suture there have been no cases of necrosis and no 
postoperative ill effects. One patient died of 
pneumonia sixty days after the operation during the 
influenza epidemic. Twenty-six of the forty-nine 
survivors have answered inquiries and twenty-five 
state that the result is perfect. In a few cases there 
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is some peri- or para-metritis. Therefore the results 

were excellent in 80 per cent of the cases, satisfactory 

in 95 per cent, and unsatisfactory in only 5 per cent. 
W. A. BRENNAN. 


Ransohoff, J. L., and Dreyfoos, M.: Dangerous In- 
traperitoneal Hemorrhage from a Uterine Fi- 
broid. Surg., Gynec. & Obst., 1921, xxxiii, 296. 

It is customary to regard uterine fibroids as benign 
tumors and to operate only when complications such 
as an increase in size, pressure symptoms, or metror- 
rhagia develop. However, intra-abdominal hemor- 
rhage may occur and, though very rare, is very 
serious. In nearly all of the reported cases there 
have been distinct evidences of trauma either exter- 
nal or internal. Various diagnoses such as ovarian 
cyst with twisted pedicle, extra-uterine pregnancy, 
perforation of gastric ulcer, and in one case, appen- 
dicitis, have been made. The hemorrhages have 
usually been due to rupture of one or more dilated 
superficial veins just beneath the peritoneum. 

In every reported case, however precarious the 
patient’s condition, a hysterectomy was done but 
the authors believe that when the condition is 
desperate it would be a safer plan to transfix and 
ligate the bleeding vein on either side of the opening, 
delaying a hysterectomy until some future time after 
the patient’s recovery. In a very serious case this 
certainly would be a life-saving measure. 

C. H. Davis. 


Kuehner, H. G.: Recurrent Adenomyoma of the 
Uterus. Am. J. M. Sc., 1921, clxii, 424. 


The patient, a single woman aged 43 years, 
entered the hospital, December 4, 1917, complain- 
ing of irregular, profuse, and painful menstruation 
and a mildly irritating intermenstrual watery dis- 
charge. At times she did not menstruate for five or 
six months, but recently had been bleeding every 
three weeks. The menses were profuse and exhaust- 
ing, lasted from five to seven days, and were accom- 
panied by severe pains in the back and general 
weakness. Her general appearance and nutrition 
were good. There was no weight loss, and the 
important functions, aside from menstruation, were 
normal. The hemoglobin was 70 (Sahli) and the 
erythrocytes numbered 4,300,000. Bimanual pel- 
vic examination revealed a firm mass about the 
size of a small orange occupying the vagina and pro- 
truding by means of a narrow pedicle through the 
cervix from within the uterine cavity. The exposed 
surface of the tumor mass was necrotic. The uterus 
was symmetrical and not enlarged. 

The tumor was removed by vaginal myomectomy. 
The specimen consisted of several irregularly torn 
fragments of tumor tissue removed from the uterus, 
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The larger fragments showed partial covering by 
intact endometrium but elsewhere there was super- 
ficial necrosis. Some of the smaller and thinner 
plaques resembled portions of a cyst wall. Through- 
out the larger masses numerous small, oval, honey- 
combed areas of pinhead size were observed, some 
of which contained a pearly, mucoid material. 
Microscopic sections of the mass from the uterus 
showed a dense, waving, and interlacing fibro- 
muscular structure through which were irregularly 
distributed abundant gland structures. These varied 
markedly in size and shape, some being small or 
oval, while others were dilated, cystic, and of irregu- 
lar contour. 

Although a few tortuous spaces were noted, pre- 
senting for the most part empty lumina, some of 
the cavities contained a homogeneous, mucoid 
material. The lining epithelium was of a tall colum- 
nar type and uniform throughout. Where the glands 
were dilated the parenchymal cells were to a degree 
flattened. Nuclear figures were not observed and 
there was no evidence of invasive qualities or atypi- 
cal growth. It was noteworthy that not a few of 
the acinar structures were surrounded by a richly 
cellular stroma of concentric arrangement such as 
is seen in normal endometrium. Occasional mitotic 
figures were observed in the nuclei of these stroma 
cells. Still other alveolar elements were inserted 
directly between the muscle fasciculi of the tissue 
and displayed no accompanying stroma. The patho- 
logic diagnosis was adenomyoma uteri. 

Fourteen months later (February 1, 1919) the 
patient again sought the hospital with a return of 
all the clinical symptoms which preceded the first 
operation and, in addition, a definite metrorrhagia 
with its resultant secondary anemia. Pelvic examina- 
tion disclosed a large firm mass the size of a foetal 
head tightly wedged in the vaginal cavity. Vaginal 
myomectomy was repeated. Because of the firm 
impaction of the mass in the vagina it was necessary 
to remove it piecemeal. As in the case of its prede- 
cessor, this tumor also hung into the vagina from 
within the uterus by means of a slender fibro- 
muscular pedicle. 

Several different sized pieces of tissue from the 
uterus, portions of which were discolored and super- 
ficially necrotic, were removed at the second opera- 
tion. The surfaces of the tissue elsewhere were of a 
pale pink or red, moist, glassy appearance and in 
places showed a normal mucous membrane. On 
section through the fragments islands of pearly 
gray tissue were encountered which at intervals 
showed microscopic cyst cavities of varying size 
containing a gelatinous gray or brownish material. 
The tissue was oedematous and could be easily 
crushed between the fingers. Microscopic sections 
of the tissue presented a dense, though oedematous, 
fibro-muscular structure throughout which were 
scattered islands of glandular tissue. The alveolar 
structures varied greatly in size and shape, some 
being tortuous, and at times contained a mucinous 
material. The acinar epithelium was of columnar 


type and occasionally surmounted a cone-like shaft 
of stroma which projected into the lumen in the 
manner seen in intra-canalicular fibro-adenoma of 
the breast. However, at no place was there any 
reduplication of the lining epithelium, no nuclear 
figures were observed, and there was no violation 
of the basement membrane nor papillary formation 
by parenchyma. For the most part the glands lay 
in a concentrically arranged, moderately cellular 
stroma which now presented rather marked myxo- 
matous change. The pathologic diagnosis was 
adenomyoma of the uterus. 

Three months after this operation (May 2, 
1919) the uterus was found to be slightly enlarged. 
Eight months subsequent to the second operation 
(September 24, 1919) the patient returned, com- 
plaining of almost continuous bleeding. Pelvic 
examination showed the uterus to be considerably 
enlarged but quite regular in contour. Abdominal 
hysterectomy was advised and executed. The 
enlarged uterus was amputated above the cervix 
and removed with the attached adnexa of both 
sides. The uterus was opened through the posterior 
wall. It measured 13 by 9 by 5.5 cm. When recon- 
structed, the serosal surface was smooth and regu- 
lar and yielded no evidence of tumor within the 
organ. The myometrium was very thick, especially 
at the fundus where it varied from 2.7 to 3.3 cm. in 
thickness. Toward the cervix it measured 1.7 cm. 
The uterine wall was tough, with apparently an 
increased fibrous connective-tissue content, and the 
blood channels therein were tortuous and _ thick 
walled. 

On opening the uterus three distinct tumor masses 
were found. The largest one occupied almost the 
whole of the posterior wall of the organ and had 
been cut through; the second, a smaller one, about 
the size of an English walnut, was high in the fun- 
dus; while the third, which formed a symmetrical 
bulging of the uterine wall, presented itself upon the 
anterior surface. The uterine cavity was large and 
lined throughout by a thick intact endometrium of 
healthy appearance which was carried in unbroken 
continuity over the projecting tumor masses. The 
large polypoid mass on the posterior wall projected 
well into the uterine cavity and for a distance at its 
juncture with the myometrium was sharply demar- 
cated, but for the greater part merged almost imper- 
ceptibly with the muscular coat. On the cut sur- 
face this tumor measured 7.0 by 3.8 cm. Its sur- 
face presented a variously nodulated contour and 
was covered by an intact mucosa which dipped into 
the mass to meet the irregularities of conformation. 
Section through the tumor mass revealed a varie- 
gated appearance. At places the tissue was quite 
firm, gray, smooth, and glassy and not easily 
crushed, while other areas displayed numerous thin- 
walled cysts containing a clear straw-colored fluid. 
The latter structures varied markedly in size and 
radiated in a cluster-like manner from a central 
fibrous core to which they were attached by a slender 
pedicle. These grouped cystic clusters gave this 


| 
| 


GYNECOLOGY 55 


portion of the tumor an appearance not unlike that 
of a hydatidiform mole. 

The small cysts could be easily ruptured and the 
linings were smooth. This peculiar cyst formation 
gave the mucosal aspect of the tumor its peculiar 
appearance. At places the endometrium dipped into 
and over irregular cavitations in the tumor, the 
walls of which were composed of a thick, pale mem- 
brane. When such membranous sacs were opened 
their inner lining in turn was observed to be 
studded by inward-projecting, lobulated, cauli- 
flower masses. Nothing more than a thin watery 
fluid was found in such cavities. 

At one point on the surface an oval, sessile bulging 
was noted which contained two small typical cauli- 
flower masses. These hung from a narrow base 
into the otherwise smooth, empty cyst. At the 
juncture of the tumor mass with the myometrium 
several rather large channel structures were ob- 
served, and these, also, presented the characteristic 
fungoid papillary projections into the otherwise 
smooth-lined cavities. It is noteworthy that these 
papillary ingrowths were somewhat more easily 
crushed than the remainder of the neoplastic tissue. 
The smaller nodule in the fundus was about the size 
and shape of an English walnut. Its mucosal cov- 
ering was complete and the component tissue was 
of soft consistency. This mass also presented the 
characteristic cysts with a pale membrane com- 
prising the cyst wall and the typical polypoid cauli- 
flower projections into the cyst cavities, as noted in 
the larger mass. Several cysts in this instance were 
filled with a chocolate-colored fluid. The nodule 
was not sharply defined against the underlying 
uterine musculature although it did not invade the 
myometrium to any great depth. The oval sessile 
symmetrical elevation on the anterior wall was quite 
firm and was covered by an intact endometrium. 
On section through the compact uterine wall a 
pearly, opalescent area implanted directly into the 
surrounding opaque myometrium was encountered 
about 3 mm. beneath the mucosal surface. No defin- 
ite cysts could be determined in this area, and it was 
indistinctly differentiated from its environs. 

Microscopic analysis of the tumor tissue of the 
uterine wall showed a compact fibro-muscular struc- 
ture in large whorls. Gland structures of varied 
size and shape were quite regularly and abundantly 
scattered through the tissue. Some of the cysts 
were elongated or stellate. In the greater number 
the lumina were empty, but occasionally there was 
contained in them a homogeneous material. Not 
infrequently the irregular stellate acini presented 
definite bulgings into the lumina, due to the pro- 
jection of a slender shaft of stroma tissue. These 
papilla were almost invariably surmounted by a 
single layer of columnar epithelium and imparted a 
picture not dissimilar to that presented by an intra- 
canalicular fibro-adenoma of the breast. 

In the majority of instances the lining of the 
glands was of a tall, columnar-cell type fairly uni- 
formly arranged and occasionally showing definite 


cilia. The cell nuclei were, as a rule, quite large 
and vesicular. Nevertheless, in some instances, and 
particularly where the glands were most tortuous, 
the lining epithelium manifested a definite tendency 
toward proliferation or showed a papillary ingrowth 
into the lumen. At rare intervals mitotic figures 
were observed in the nuclei of the epithelial cells. 
In no instance did the mucosal cells violate their 
basement membrane or exhibit high invasive quali- 
ties. It is of interest to note that many gland struc- 
tures were surrounded for varying widths by a 
more or less concentrically arranged stroma very 
like that seen about the normal endometrium, while 
the remaining glands, devoid of supporting stroma, 
were inserted directly between the muscle fasciculi. 
Nuclear figures were seen quite frequently in this 
stroma tissue. The sections displayed no evidence 
of an inflammatory reaction. The “flowing in’’ of 
the endometrium deep into the interstices between 
the muscular whorls was well demonstrated in the 
sections, E. L. Cornett, M.D. 


ADNEXAL AND PERI-UTERINE CONDITIONS 


Sampson, J. A.: Perforating Hemorrhagic (Choc- 
olate) Cysts of the Ovary: Their Impor- 
tance and Especially Their Relation to Pelvic 
Adenomata of the Endometrial Type (‘‘Ade- 
nomyoma” of the Uterus, Rectovaginal Sep- 
tum, Sigmoid, etc.). Arch. Surg., 1921, iii, 245. 

In an article abundantly and excellently illus- 
trated the author reports a short series of per- 
forating hemorrhagic cysts of the ovary. The 
lining of these cysts was low columnar epithelium, 
and in places, tubules and subepithelial tissue resem- 
bling endometrium which in some cases showed 
changes corresponding to, and synchronous with, 
the endometrium in menstruation. The contents 
of these cysts resembled old menstrual blood. 

Most of the cysts varied in size from 2 to 4 cm., 
though the largest wasg cm. They were unilateral 
or bilateral, singular or multiple, and they perfor- 
ated or ruptured, their contents being discharged 
into pockets or folds of the peritoneum about the 
ovary or into the cul-de-sac. This bloody material 
caused irritation of the peritoneum and the forma- 
tion of adhesions between the various organs in the 
pelvis. 

Most of the cysts were found in women between 
the thirtieth year of age and the menopause. Few 
were found before and none after the climacteric. 
Generally the women were sterile or had been sterile 
for a number of years. Pain was the most frequent 
symptom caused by the adhesions. Some of the 
patients had dysmenorrhcea which increased with 
each period. There were no special physical findings, 
but nodules felt by rectal examination on the ante- 
rior rectal wall, beneath the mucosa, where the 
retroverted uterus was adherent, were very sug- 
gestive. Even at operation one is sometimes mis- 
taken as to the true nature of the condition as the 
tumor and adhesions suggest malignancy. 
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In the adhesions were found epithelial structures 
like those in the cyst wall and about the site of per- 
foration, i.e., glandular tubules and stroma resem- 
bling endometrium. The “implantations” were 
more frequent on the posterior wall of the uterus 
and the rectum, causing adhesions which obliterated 
the cul-de-sac. This glandular penetration was 
more extensive and deeper in the wall of the uterus 
than in other organs, the glands seeming to have a 
partial selective affinity for uterine musculature. 

The cystic ovaries were found adherent to sur- 
rounding organs at the site of the perforation, which 
was observed to be on the lateral sides or the free 
border of the ovary. On separation of these adherent 
organs the perforation was reopened and more or 
less of the contents escaped. The extirpated ovary 
showed several rather characteristic features: the 
raw area about the site of the perforation, the con- 
tents resembling old menstrual blood, and the thick- 
ness of the walls which prevented collapse of the 
cyst after it was opened. 

The author believes that these “implantations” 
or secondary ‘“‘adenomata” with endometrial types 
of tissue are due to transplants of epithelial cells 
discharged in the “menstrual blood” or cyst con- 
tents at the time of rupture. The origin of the cyst 
in the ovary is unknown. 

The treatment is essentially the establishment 
of the menopause and the removal of other organs 
or tissues which may be the cause of symptoms. 

Twenty-three case reports are given. 

R. E. Cureistie, M.D. 


Eisenstaedter, D.: Carcinomatous Dermoid Cysts 
of the Ovary (Carcinomatoese Dermoidcysten 
des Ovariums). Monatsschr. f. Geburtsh. u.Gynaek., 
1921, liv, 360. 


Carcinomatous dermoids relatively rare. 
In the entire literature only about sixty cases have 
been reported. 

Of 209 ovarian tumors operated upon from 1910 to 
1920, thirteen were dermoids and three were car- 
cinomatous dermoids. The latter were removed 
from patients 41, 38, and 54 years old, respectively, 
all of whom died after the operation. The author 
reports the histories and autopsy records of these 
three cases and describes the histologic findings in 
two. In one case a carcinomatous cystoma had 
invaded a dermoid. In the other case a dermoid 
had become invaded by a carcinoma which developed 
near it. The histologic findings in the third case 
could not be reported because the specimen was lost. 
According to the statistics reviewed, malignant de- 
generation of dermoids shows a frequency of 18.75 
per cent. Von LoBMEYER (Z). 


Schumann, E. A.: Observations on Hemorrhages 
of Ovarian and Tubal Origin Not Associated 
with Ectopic Pregnancy. J. Am. M. Ass., 1921, 
Ixxvii, 692. 

Schumann states that ectopic gestation is so 
often the cause of acute abdomino-pelvic hamor- 
rhage that other causes are often overlooked. 


There are three types of ovarian hemorrhage. 
(1) interstitial, (2) follicular, and (3) intrafollicu: 
lar. The author discusses these types in detail 
and gives the history of a typical case. He believes 
that the primary cause of the hemorrhage is rup- 
ture of the follicular blood vessels due to a degenera- 
tive arteritis. 

Trauma is usually the cause of tubal bleeding 
other than that due to extra-uterine pregnancy. 
The history of a typical case as observed by the 
author is given in full. 

Schumann’s conclusions may be summarized as 
follows: 

1. A diagnosis of ectopic pregnancy should not 
be made definitely unless the embryo is identified 
or evidences of decidual or placental formation are 
found on,microscopic examination. 

2. When a massive hemorrhage occurs from 
either ovary there is usually, if not always, a degen- 
erative arteritis which causes the rupture of the 
blood vessels. Harvey B. Mattuews, M.D. 


EXTERNAL GENITALIA 


Villar, A.: Vesico-Vaginal Fistula (Sobre fistulas 
vésico-vaginales). Rev. argent. de obst. y ginec., 
1921, V, 133. 

In one of the cases treated by the author in which 
the condition and situation of the fistula did not 
permit the use of the vaginal route he performed a 
laparotomy, and the ease of the operation so far 
exceeded his hopes that he came to the conclusion 
that all high fistula (those near or on the cervix 
uteri) or those difficult to operate upon by the 
vaginal route should be treated in this manner. _ 

The point in the closure of the fistula to which 
special attention is directed is the suturing of the 
vesical plane with catgut and of the vaginal plane 
with non-absorbable material. Tincture of iodine 
should never be used for disinfection as it is injurious 
to the vaginal tissues. In some cases of extensive 
fistula in which the anterior or posterior uterine 
wall most be used in closing the tract the author 
prefers infolding of the wall to scarification. A 
gauze drain is never left in the vagina unless there is 
severe hemorrhage. No postoperative vaginal 
lavage is used. A Petzer sound is placed in the blad- 
der on the second day and withdrawn on the ninth 
or tenth day. Sexual relations must be prohibited 
for at least two months following the operation. — 

The author reports twelve cases. The operation 
was unsuccessful in only one and in this instance the 
failure was due to sexual intercourse. 

W. A. BRENNAN. 


MISCELLANEOUS 


Bourne, A. W.: Gynecological Causes of the Acute 
Abdomen. Practitioner, 1921, cvii, 174. 


The pelvic organs are often responsible for acute 


abdominal symptoms, thus making correct diagnosis 
and treatment difficult. Broadly speaking, all 
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acute symptoms may be classified in one of two 
groups: (1) the alimentary type, and (2) the genital 
type. However, as the abdomen and pelvis con- 
stitute one cavity, there cannot be a sharp distinction 
in signs and symptoms as at the outset a pelvic 
condition partakes of a genital character. 

There is also a broad difference in the physical 
signs. For instance, an abdominal lesion with peri- 
toneal irritation sets up a localized board-like rigid- 
ity, whereas an acute pelvic condition, especially in 
the deep recesses of the pelvic cavity, produces 
tenderness on deep pressure with some muscular de- 
fence, but no rigidity, such as is commonly seen in 
acute appendicitis. 

However, in nearly every case of acute abdominal 
illness due to pelvic disease there are characteristic 
physical signs to be noted by vaginal examination. 
Pregnancy, especially if far advanced, may be an 
obstacle to a correct diagnosis by vaginal examina- 
tion, and may be regarded as a direct cause of an 
acute abdomen, as in tubal gestation or the spon- 
taneous rupture of a c#sarean section scar. In 
regard to treatment, it may be said that acute gyne- 
cological conditions are rendered less urgent because 
of the tendency of inflammatory processes to be 
limited to the pelvic basin except in cases of rup- 
tured abscesses or hemorrhage. 

With regard to classification the author states 
that the various conditions tend to fall into three 
main groups: (1) those due to infection, such as 
acute salpingitis; (2) those caused by internal hem- 
orrhage, such as ruptured pyosalpinx; and (3) 
accidents to tumors. 

In cases of the first group by far the best results 
follow expectant treatment continued until the 
temperature and pain have subsided, operation 
being performed later if necessary. 

In cases of the second group the urgency of opera- 
tion is apparent in clear cases. In subacute cases 
the diagnosis is difficult because the condition 
resembles subacute salpingo-oéphoritis. In both, 
there is pelvic pain, tenderness of the hypogastrium, 
and the presence of a firm, tender, and fixed mass 
behind and to one side of the uterus. One point of 
difference is that in a case of recently ruptured ec- 
topic pregnancy, for instance, the temperature is 
never raised, being normal or even subnormal, 
whereas in subacute salpingo-oéphoritis it is in- 
variably raised. One condition requires operation; 
in the other delay is indicated. 

Cases of the third group, of which the most 
common is torsion of the pedicle of an ovarian cyst, 
may be divided by examination into two clinical 
types. In the first type there is a very tender ab- 
dominal tumor, with rigidity and a rise of tempera- 
ture and pulse. In the second type there is no 
abdominal tumor, but a slight swelling over the 
pelvic brim is noted on deep palpation. Such a 


tumor is generally a twisted dermoid cyst of the 
ovary. 

On account of the gangrene which may follow 
strangulating torsion of the pedicle, laparotomy is 


invariably indicated. ‘‘Red degeneration” of fi- 
broids may produce acute and baffling symptoms, 
A previous innocuous fibroid suddenly becomes 
tender and painful and produces a rise in the tem- 
perature. Because of the pain, operation is usually 
resorted to, though it is questioned whether it is 
absolutely necessary. Any large necrosed tumor is 
dangerous, however, and should be removed. The 
majority of these pelvic cases are curiosities and 
have little practical importance, but the conditions 
described are commonly met with and frequently 
give rise to difficulties in diagnosis and treatment. 
C. H. Davis, M.D. 


Peterson, R.: The X-Ray After the Inflation of the 
Pelvic Cavity with Carbon Dioxide as an Aid to 
Obstetrical and Gynecological Diagnosis. Surz., 
Gynec. & Obst., 1921, xxxiii, 154. 

This method has been used by the author in over 
15ocases. He has found that it is safe, practical, and 
of great aid in the accurate diagnosis of pelvic dis- 
orders, and that it has reduced the necessity for 
exploratory operations. Although the patient is 
caused some discomfort by the gas inflation, this may 
be reduced to a minimum by introducing the gas 
slowly and using the smallest amount necessary to 
obtain the information desired. Both the transuter- 
ine and transperitoneal routes of inflation were used 
although the latter was found to be preferable in by 
far the larger number of cases. In acute or subacute 
pelvic conditions the transuterine route is contra- 
indicated. 

To insure successful pelvic roentgenography the 
patient must be placed so as to allow the gas to rise 
upward, displace the pelvic organs, and force the 
intestinal coils out of the pelvis. After many trials 
with different positions, the best results were secured 
with the moderate knee-chest position, an inclined 
board with a notch cut out for the tubes being placed 
beneath the thighs. The table was then tipped, as 
for the Trendelenburg position, the patient being 
prevented from slipping by shoulder straps. An 
18-in. square of opaque fabric with a 6%%-in. circular 
hole cut out of its center was laid on the buttocks 
to serve as a diaphragm. A plate-changing tunnel 
was then placed horizontally on the table, double 
screen films were employed, and a Coolidge portable 
unit operating in the ordinary lamp circuit furnished 
the roentgen ray. An exposure of from fourteen 
to twenty seconds was usually required. 

In conclusion, the following summary is offered: 

1. The uterus, together with the tubes and ovaries, 
can be clearly shown by pneumoperitoneal roentgen- 
ography. 

2. Because of their distention with gas the tubes 
are rather more clearly demonstrated by the roent- 
gen ray when inflation has been brought about 
through the transuterine route than when the infla- 
tion has been effected transperitoneally. 

3. On account of the rapid absorption of carbon 
dioxide gas and the equally rapid subsidence of the 
discomfort produced by the inflation, this gas should 
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be used in preference to oxygen which is very slowly 
absorbed. 

4. Irregularities of the uterus and omental and 
bowel adhesions are clearly demonstrated by the 
pneumoperitoneal roentgen ray. 

5. In not a few instances the diseased and enlarged 
appendages are more clearly made out by pelvic 
roentgenography than by the most careful and search- 
ing bimanual examination, even when the latter is 
made under anesthesia. 

6. With the improved position (knee-chest and 
Trendelenburg) smaller quantities of gas are neces- 
sary for inflation. Thus discomfort is reduced to the 
minimum. 

7. If the technique of pelvic roentgenography is 
good, the retention of bowel coils in the pelvis will be 
proof of the presence of adhesions. 

8. The pneumoperitoneal roentgen ray is able to 
demonstrate pregnancy at a much earlier period than 
the examining finger. 

9. With good technique and good judgment in the 
selection of cases both transuterine and transperi- 
toneal gas inflation are free from danger. 

10. Bimanual pelvic examination and_ pelvic 
pneumopecritoneal roentgenography are not antagon- 


istic methods. Each is valuable and its value js jn- 
creased if it is used to check the other. 
HarruneG, M.D, 


Lacey, F. H.: The Results of Vaginal Operations 
for Prolapse by the Manchester School. J. 
Obst. & Gynec. Brit. Emp., 1921, xxviii, 260. 


The author reports the results of vaginal operations 
for prolapse of the uterus done in 1914, 1915, and 1916. 
Letters were sent to 750 of these patients who were 
operated upon by a number of surgeons, asking them 
the result of the operation, the number of their preg- 
nancies and instrumental deliveries, and the effect of 
the latter. Five hundred and twenty-one replies were 
received. Four hundred and fifty-five patients (87 
per cent) stated that they were cured. Of twenty- 
nine claiming that the operation had failed, re-ex- 
amination showed that ten were cured. 

A very high percentage of those bearing children 
had had instrumental deliveries. However, the num- 
ber of cases in which there was recurrence of trouble 
was small. As the percentage of cure was so high, 
the author concludes that it is unnecessary to operate 
abdominally in uncomplicated prolapse or for perineal 
work, R. E. Curetstie, 
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PREGNANCY AND ITS COMPLICATIONS 


Shaw, H. N.: Pregnancy Following Implantation 
of the Outer End of the Only Remaining 
Fallopian Tube into the Uterine Cornu After 
Resection of a Cornual Pregnancy. Buli. Johns 
Hopkins Hosp., 1921, xxxii, 305. 

Briefly the case reported is as follows: 

The patient, aged 36, was admitted to the Johns 
Hopkins Hospital October 3, 1919, complaining of 
irregular menstrual periods. Her last period had 
occurred in March. For seven weeks afterward 
there had been no bleeding at all. After this she 
had a period which lasted eight days and appar- 
ently had a regular period four weeks before her 
admission to the hospital. A few days before her 
admission, bleeding had reappeared and since that 
time had persisted irregularly. 

The general picture suggested a left tubal preg- 
nancy. At operation by Cullen, October 6, 1919, a 
tumor approximately 5 by 4 cm. in size which was 
present in the left uterine horn was found to bea 
cornual or interstitial pregnancy. 

Cullen temporarily clamped the tube at its cor- 
nual attachment and drew it to one side. He then 
resected the uterine horn, leaving a raw area approxi- 
mately 4 by 2 cm. at its uterine attachment, drew 
the fallopian tube into the uterine cornu so that its 
inner end lay in the cavity of the uterus, and approx- 
imated the wound. He then drew the excess of blad- 
der peritoneum up over the raw area to prevent 
adhesions. 

After the operation was completed the fimbriated 
end of the fallopian tube which lay free was about 
1cm. long. A cigarette drain was placed in the 
lower angle of the abdominal incision and the 
wound closed. The patient made a most satisfactory 
recovery and was discharged from the hospital Oc- 
tober 23, 1910. 

On December 28, 1920, the patient stated she 
was threatened with an abortion at two months. 
She was delivered prematurely at seven months 
because of placenta praevia. The child was born 
dead. L. Cornett, M.D. 


Polak, J. O.: Observations on Ectopic Pregnan- 
cies. Am. J. Obst. Gynec., 1921, ii, 280. 


Polak believes that it is possible to make the diag- 


_nosis of ectopic pregnancy before the critical stage 
if proper attention is given to the history, symptoms, 


and physical signs. The majority of cases present a 
syndrome which is definitely characteristic and has 
a direct relation to the pathologic changes in the 
tube and the adjacent peritoneum. 

_ He reviews 307 cases of ectopic gestation observed 
in the Long Island College Hospital, Jewish, Meth- 


OBSTETRICS 


odist, Episcopal, and Williamsburg Hospitals in 
Brooklyn. Of this number three were full-term 
abdominal pregnancies due to rupture of tubal gesta- 
tions occurring early in the course of the pregnancy 
and five terminated in the secondary rupture of an 
intraligamentous pregnancy at the third, fourth, 
and fifth months, respectively. In the remaining 
299 cases rupture or abortion occurred before the 
twelfth week. 

These anomalous pregnancies occurred in three 
distinct groups of patients: 

1. In women with a previous history of a definite 
pelvic infection following marriage, intra-uterine 
instrumentation, abortion, or childbirth, or of an 
intra-abdominal operation followed by peritonitis 
with an intervening period of sterility which allowed 
sufficient time for the partial recuperation of the 
tubes. One hundred and eighty-six patients belonged 
to this group. 

2. In women presenting a history of dysmenor- 
rhoea from the first occurrence of their menstrual 
function; who on examination showed many devel- 
opmental defects or hypoplasias, including funnel 
pelvis, infantile uterus, and narrow vagina; and 
who had remained sterile after marriage for vary- 
ing periods and finally became pregnant following 
some procedure for the cure of their sterility. Such 
was the history of seven women who were subjects 
of repeated ectopic pregnancies. Ninety-four pa- 
tients belonged to this group. 

3. In women notably of Jewish, Irish, or Italian 
birth who had had repeated intra-uterine pregnan- 
cies ending in abortion or going to full term. In 
such cases the ectopic pregnancy cannot be accounted 
for. Twenty-seven women belonged to this group. 

Cases without rupture and with but slight 
hemorrhage into the decidua numbered thirty-nine. 
Tubal abortion or separation of the ovum from its 
decidual bed by bleeding into the decidua was 
recorded in 199 cases. Actual tubal rupture occurred 
only sixty-one times. In eighteen instances this 
occurred into the peritoneum with a varying amount 
of intra-abdominal haemorrhage, or into the broad 
ligament with the formation of a varying-sized 
haematoma forty-three times. 

The location of the ectopic gestation sac was 
found to be as follows: the interstitial portion of 
the tube, six cases, the isthmic portion of the tube, 
seventy-nine cases, the ampulla and free portion, 
203 cases, the stump of a previously amputated 
tube, three cases, and an angulation of the tube 
caused by a previous Gilliam or Baldy-Webster 
operation, eight cases. 

Clinically all ectopic pregnancies fall into one of 
two general classes: (1) those which may be 
classed as in the non-critical stage, with a distinctly 
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countable pulse of roo or under, a systolic pressure 
of too or over, and a hamoglobin content of 60 per 
cent or more (in this class there were 263 cases); 
and (2) those in the critical stage, pulseless at the 
wrist, with a blood pressure below 90, a hemoglo- 
bin content under 50, and definite signs of internal 
hemorrhage and collapse (in this class there were 
thirty-six cases). 

The mortality was as follows: one death on the 
table from hamorrhage; one death two hours after 
the operation from shock and hemorrhage; and 
five deaths from peritonitis. 

The following facts are evident from the history 
in the great majority of cases of unruptured preg- 


| nancy: 


1. Ectopic pregnancy occurs most frequently 


~when there is a congenital anomaly or a previous 


inflammation of the tube; in the woman who gives 


a history of premenstrual dysmenorrhcea. 


2. There is either a period of amenorrhoea or an 
attempt at menstrual suppression but because of 


_ the unstable position of the ovum due to the imper- 


fectly developed tubal decidua and erosion of the 
ovum into the underlying muscle and venous radi- 
cals, bleeding takes place into the decidua and pro- 
duces ovular unrest such as to cause tubal distention 
and peristalsis which are evidenced by colicky pains 
and uterine bleeding. 

3. The bleeding into the decidua plus the grow- 
ing ovum distends the tube and causes the soreness 
and tenderness over the region of the distended 
gestation sac. 

The relation of the physical signs to the pathology 
is still more striking and constant. The cervix is 
exquisitely sensitive to motion. The pulsation of 
the uterine artery is more apparent on the side of 
the gestation sac. The uterus is displaced because 
the tubal tumor has fallen into the lateral, the pos- 
terior, or the anterior cul-de-sac. The tumor is of 
rapid growth, exquisitely sensitive, and fluctuant. 

Primary rupture or abortion generally occurs 
before the eighth week of pregnancy and is seldom 
attended by serious symptoms. There is usually 
an intervening period of several days, sometimes a 
week or more, before the rupture takes place. This 
was true in over 80 per cent of the tubal pregnancies 
under discussion. ‘Therefore there is little excuse 
for not heeding the danger signs and for awaiting 
the critical stage with the signs of severe internal 
hemorrhage. 

Among gynecologists there is no diversity of 
opinion regarding the method of treating unrup- 
tured ectopic pregnancy. It is agreed that the tube 
should be removed by the abdominal route or 
emptied of its contents. In the critical stage the 
author waits until the reaction sets in. Less than 
1 per cent of the patients bleed to death (three in the 
307 cases in this series as the result of the primary 
rupture) as usually the erosion goes through an 
arterial twig and not the main vessel. 

Almost all patients will improve following rest 
and the administration of morphine. Blood transfu- 


sion is given preferably when the vessel has been 
tied, but in severe cases is indicated during the 
laparotomy. E. L. M.D. 


DiPalma, S.: Interstitial Tubal Pregnancy; A 
Report of Two Cases. Surg., Gynec. & Obs!., 1921. 
Xxxiii, 285. 

The author gives the history, pathologic report, 
and photomicrographs of sections of two cases of 
interstitial ectopic gestation. 

Both cases were characterized by: (1) a previous 
history of abortion; (2) early rupture; (3) extensive 
intraperitoneal hemorrhage; and (4) normal adnexa. 
From the photographs showing normal isthmial 
portions of the tubes and the record of previous 
abortions, the cause of the ectopic gestation may be 
ascribed to a low-grade inflammation of the uterus. 

The author believes that the time of rupture and 
the amount of intraperitoneal hemorrhage depend 
on the site of the implantation of the fertilized ovum 
and the relation of its chorion frondosum to nearby 
blood vessels. As the interstitial portion of the 
fallopian tube is about 1.5 cm. in length, attach- 
ment of the ovum may take place at the uterine 
end, at the isthmial end, or between these two points, 
depending on the extent of the previous damage to 
the tubal lumen. If implantation occurs near the 
uterine end, the possibility of an early abortion in 
the uterine cavity is apparent, while if it occurs at 
the isthmial end by the trophoblastic action of the 
chorion frondosum jn an area of least resistance, 
rupture will take place generally into the peri- 
toneal cavity but occasionally into the folds of the 
broad ligament, depending on whether the attach- 
ment of the ovum was on the upper or lower aspect 
of the tubal lumen. The hemorrhage resulting from 
the erosion of the arterioles which are usually pres- 
ent at this location will be extensive. If implanta- 
tion takes place between the uterine and isthmiai 
ends, where the thickness of the musculature of 
the fundus and the uterine wall is considerable, it 
seems probable that, before rupturing, the preg- 
nant sac would attain a larger size and the rupture 
would be attended by very extensive hemorrhage 
from hypertrophied blood vessels, if these are 
involved. C. H. Davis, M.D. 


LABOR AND ITS COMPLICATIONS 


Ebbinghaus, H.: A Bladder Stone as a Mechanical 
Hindrance to Birth (Blasenstein als mechanisches 
Geburtshindernis). Zentralbl. f. Gynack., 1921, xlv, 
676. 

Wishing to interrupt a second pregnancy at its 
outset, the author’s patient introduced into the 


uterus the hard-rubber tube of a child’s syringe. | 


The point of the tube broke off in the bladder. The 
patient then suffered from bladder disturbances 
which were ascribed to the pregnancy. During 
labor the child’s head became fixed in the small 
pelvis. The house physician discovered a very hard 
thickening behind the symphysis which he decided 
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was an osteoma. He sent the patient to the clinic 
where the object was thought to be a foreign body 
in the neck of the bladder. At operation, performed 
immediately, a bladder stone measuring 6 by 4.4 
cm. and weighing 30 gm. was found. Immediately 
following closure of the bladder a 6-lb. child was born. 
The bladder stone had formed around the broken-ofi 
hard-rubber tube. A vesicovaginal fistula which 
had resulted was operated on successfully a short 
time later. ZIMMERMANN (Z). 


Beck, A. C.: The Two-Flap Low-Incision Czsa- 
rean Section; An Operation Applicable After 
an Efficient Test of Labor. Surg., Gynec. 
Obst., 1921, Xxxiii, 290. 

The technique described will eliminate the con- 
sideration of an elective caesarean section in bor- 
derline cases of dystocia. 

As the use of an efficient test of labor is permitted, 
most of these patients will be delivered through the 
natural passages. The few that fail may be deliv- 
ered by the use of the technique described, with 
some slight added risk. 

So-called potentially infected cases frequently 
are not infected. Whenever opinion in this respect 
is erroneous, the author’s technique does not sacri- 
fice a non-infected uterus and therefore preserves 
the functions of menstruation and reproduction. 

While his results in the infected cases are better 
than may be anticipated in the larger series, they 
indicate that the mortality will be less than 10 per 
cent. Asthis isthe admitted mortality of craniotomy 
as well as hysterectomy following cesarean section 
in this class of cases, it would seem that the two- 
flap low-incision cesarean section should be given 
the preference in all cases in which the child is 
alive. 

‘Twenty-nine cases are reported. Four cases were 
elective caesarean sections. In twenty-two cases 
one or more vaginal examinations were made. 
Kight patients had a temperature of ror degrees 
or over. All of them recovered. 

E. L. Cornett, M.D. 


PUERPERIUM AND ITS COMPLICATIONS 


Lang, E.: The Etiological Connection Between 
Conjunctivitis of the New-Born and Puerperal 
Mastitis (Zur Frage des ursaechlichen Zusammen- 
hanges zwischen Conjunctivitis neonatorum und 
Mastitis puerperarum). Zentralbl. f.Gynaek., 1921, 
xlv, 750. 


After a careful study of 455 wet nurses, the author 
comes to the conclusion that although there has been 
a marked increase in the number of cases of con- 
junctivitis in the new-born, there has been no increase 
in the cases of mastitis in wet nurses. An etiological 
connection between the two conditions, thegefore, 
cannot be proved. Infection of the nursing breast 
by the nursling through a pus discharge of the eyes 
is possible, but gonorrhceal mastitis has been found 
in only rare,cases. Kars (Z). 


Potvin: Hysterectomy in Acute Puerperal Infection 
(De Vhystérectomie dans Vinfection puerpérale 
aigue). Gynéc. el obst., 1921, iv, 207. 

The advisability of performing a hysterectomy in 
acute postpartum or postabortum infection is a 
subject which has been much discussed by gyne- 
cologists and obstetricians in recent years. The 
importance of this procedure is based on: (1) the 
frequency of acute puerperal infection, which is 
about 10 per cent; (2) the difficulty in choosing any 
method of treatment; and (3) the gravity of the 
condition, the mortality of which ranges from 21 to 
51 per cent. 

Hysterectomy as a method of treating puerperal 
infection dates back only to 1886 when it was done 
for the first time by Schultz. The first report on its 
use in this condition was published by Wintrebert in 
1895. D’Anvers performed it in purulent metritis 
following puerperal infection. Jacobs, Keiffer, and 
Rouffart came to the conclusion that when the 
infection has extended beyond the uterine mucosa 
and invaded the muscle there is a chance of recovery 
if the operation is performed before the infection 
becomes generalized. 

The operation has its opponents. In 1903 Pinard 
at the Madrid Congress of Medicine stated that 
there is no rational indication for it in the treatment 
of puerperal infection. In Potvin’s opinion, however, 
its indications in this condition are clear and precise. 
He believes it called for when it is necessary to stop 
the ascending progress of the infection at any cost. 
It is in reality the amputation of a gangrenous 
organ before its infecting products are thrown into 
the general circulation and should never be con- 
sidered as an operation to be performed in extremis 
because under such circumstances it would only 
hasten death. W. A. BRENNAN. 


Cotte, G.: Hysterectomy in Acute Puerperal 
Infection (De Vhystérectomie dans  l'infection 
puerpérale aigue). Gynéc. el obst., 1921, iv, 227. 


In the acute types of septicemia due to abortion, 
especially induced abortion, immediate hysterectomy 
should be done if there is danger that curettage might 
spread the infection. In other cases when the usual 
methods do not bring about any appreciable im- 
provement the vaginal hysterectomy recommended 
by Faure is the method of choice. 

Hysterectomy is indicated especially in those 
prolonged, acute types of septicemia which so 
frequently result in death from secondary pyohemia. 
When there are signs of severe infection with a 
tendency to the development of pyohemia, repeated 
chills, etc., and when examination of the lochia shows 
colonies of streptococci, it is best to operate without 
delay, performing either a vaginal or an abdominal 
hysterectomy. The latter should be chosen when 
the presence of a phlebitis of the utero-ovarian 
veins is recognized and when the infection has 
passed the pelvis and become diffused toward the 
abdominal peritoneum, signs of peritoneal reaction 
being added. W. A. BRENNAN. 
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MISCELLANEOUS 


Holmes, R. W.: The Fads and Fancies of Obstetrics; 
a Comment on the Pseudo-Scientific Trend of 
Modern Obstetrics. Am. J. Obst. & Gynec., 1921, 
ii, 225. 

The author summarizes his article as follows: 

Conservative treatment has caused a decrease in 

| maternal and foetal mortality in private practice. 

_ The maternal and foetal death rates in hospitals 

have not shown an appreciable decline in one hun- 

dred years. 

The fact that the death rate among the emergency 
cases (i.e., those sent in by medical attendants) is 
over ten times that of regular applicants in the 
New York Lying-In Hospital is a reflection on the 
preliminary medical training of the profession. 

Scientific investigation of antenatal pathology 
which will promote a prophylactic therapy will 
lower infant mortality more than the present 
attempts to do so by the routine operative termina- 
tion of labor. 

A properly conducted prenatal clinic combined 
with conservative conduct of labor is more certain 
to secure a decrease in the death rates than promis- 
cuous intervention. 

Under normal conditions, spontaneous labor 
aided by proper analgesia is safest for both the 
mother and the child. Inordinately applied opera- 
tive interferences increase the hazards of birth. 

The authorities who have fostered a peculiar 
method of routine interference in all cases and those 
who imitate them have retarded the advance in 


obstetrical care and are contributors to the high 
American mortality incident to childbirth. 

It is lamentable that those who practice a routine 
intervention have a higher mortality than properly 
controlled midwives. 

The proponents of operative cults have produced 
no evidence to show that their systems are more 
worthy and less risky, or that they promise a higher 
conservation of life than carefully watched spon- 
taneous labor. . 

There are no more reasons why all parturient 
women should be delivered by operation than that 
all people should be inflicted with routine enemata 
or catheterization. 

A medical fad should be discountenanced; pre- 
cept and example founded on injudicious enthusiasm 
lead to many unwise procedures. 

The indications for obstetrical operations demand 
revision; certainly they should be more clearly 
drawn, and limited rather than extended. 

A wise conservatism in obstetrics will be more 
productive of ideal results than injudiciously used 
skill. 

Obstetrical teaching is so deficient in most col- 
leges that there should be decided and early improve- 
ment; as long as obstetrical teaching is defective 
obstetrical results in practice will be poor. 

An obstetrical curriculum should be devoted to 
practical instruction on the manikin, in the class 
room, and in the clinic; obstetrical surgery should 
be a very small part of the coordinated whole. The 
proper place for the latter is in postgraduate courses. 

E. L. M.D. 


GENITO-URINARY SURGERY 


ADRENAL, KIDNEY, AND URETER 


Geraghty, J. T., Short, J. T., and Schanz, R. F.: 
Multiple Renal Calculi, Unilateral and Bilat- 
eral: Some Observations. J. Am. M. Ass., 
1921, Ixxvii, gor. 

In this paper the authors discuss some of the 
problems associated with the proper management 
of cases of multiple unilateral or bilateral renal 
calculi located in the pelvis or cortex of the kidney. 

Generally speaking, a large unilateral stone in the 
kidney or the ureter which cannot be passed should 
be removed unless there is some definite contra- 
indication to operative interference such as active 
pulmonary tuberculosis, advanced chronic nephritis, 
etc. If there are stones in both kidneys most urolo- 
gists agree that as a rule the better kidney should 
be operated upon first. However, while the relative 
function of the two kidneys is usually the guide as 
to which should be attacked first, the position of 
the stone and the degree of obstruction it is causing 
will be the determining factors. 

In the presence of multiple calculi scattered 
throughout the kidney substance the kidney should 
be left undisturbed, but if pain or infection are so 
severe as to demand interference a nephrectomy 
should be done. Nephrotomy is unsatisfactory on 
account of the danger of very severe early or delayed 
hemorrhage; because it is attended by destruction 
of at least one-third of the secreting portion of the 
kidney in a clean case and of much more in the 
presence of infection; because of the probability of 
incomplete removal of multiple calculi; and finally 
because of the not uncommon persistent urinary 
fistulae due to the dislodgment of small fragments 
of the stone at the time of the operation. In cer- 
tain cases the authors advise the removal of 
these stones, especially when they may be reached 
by a pyelotomy or by several small nephrotomy 
incisions, 

In some instances stones in the calyces may be 
released into the pelvis during pyelography and 
then may be readily removed by pyelotomy. In 
another group of cases in which the kidney is liter- 
ally filled with calculi it is often only a shell and if 
the condition is unilateral the kidney should be 
removed. If the renal lesion is bilateral, as is fre- 
quently the case, its function is not often greatly 
improved by the removal of the stones. If a pyone- 
phrosis then supervenes, a condition which usually 
results from impairment of drainage due to blocking 
of the ureter by a stone, ureterotomy may be neces- 
sary to remove such obstruction, but if it should be 
necessary to open the kidney, which is usually thin- 
walled, a rapid and complete removal of all the 
stones with drainage is frequently followed by 


marked improvement of function. It is advisable 
in these cases to make a large incision in the mid- 
portion of the kidney and to pack around a large 
tube rather than to use sutures. 

The stag-horn or branching calculus fills the pelvis 
and the calyces, and the roentgenogram resembles 
very closely a pyelogram. Such a stone usually 
produces few symptoms and is often discovered 
only by accident. As it can be removed only by 
complete nephrotomy, such a procedure is usually 
attended by more renal impairment than would be 
produced by the stone over a period of years. These 
kidneys should rarely be operated on; as a rule 
nephrectomy is the operation of choice. 

In deciding on operation in any given case one is 
influenced by factors of immediate or remote 
importance. The development of an acute pyone- 
phrosis, a complete ureteral block, or some other 
condition may require immediate interference. In 
other cases the possibility of preventing the develop- 
ment of future complications which may lead to 
renal destruction may justify the removal of the 
calculi. In any case one should carefully consider 
whether the removal of the calculi will cause greater 
renal destruction than will result from the presence 
of the stones. One should further consider whether 
the improvement in the kidney condition which will 
follow the removal of stones will justify the operative 
risk and whether the removal of all the calculi is 
feasible. A conservative attitude in the handling 
of many of these cases will be found to lead to better 
results as far as the patient’s comfort and duration 
of life are concerned. C. D. Hotmes, M.D. 


Bryan, R. C.: Tuberculosis of the Kidney. South. 
M.&S., 1921, |xxxiii, 355. 


This article contains a description of the embryology 
and anatomy of the kidney, including its blood supply 
and lymphatic drainage. The author discusses also 
various pelvic deformities or anomalies, and anomalies 
of the blood vessels. 

In Bryan’s opinion, the etiology of tuberculosis of 
the kidney may be discussed under the following 
heads: (1) heredity; (2) trauma; (3) calculus; 
(4) mobility; (5) nephritis; (6) gonorrhoea; (7) infec- 
tion; (8) malformation; (9) aberrant artery and 
vein, and (10) failure of complete rotation. 

Bryan is of the opinion that the entrance of the 
tubercle bacilli into the kidney occurs by way of 
the blood stream, through the lymphatics, or 
directly. He calls attention to the lymphatic ex- 
change of the epididymis, which ascends along with 
the spermatic cord, and suggests that possibly, there- 
fore, an initial renal tuberculosis gives its first evi- 
dence as tuberculosis of the epididymis or vice 
versa. As the lymph flow is always from the kidney, 
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not toward it, the establishment of renal tuberculosis 
by this route is apparently a negligible factor. 

Direct infection may occur from Pott’s disease or 
tuberculosis of the lung, pleura, or liver, although the 
fatty bed surrounding the kidney and the dense kid- 
ney capsule seem to be a sufficient barrier to prevent 
such implantation. The most probable route of in- 
fection, in the author’s opinion, is the blood stream. 

Primary tuberculosis in the kidney is possible, but 
usually the infection is secondary to a focus else- 
where in the body. Tubercle bacilli may pass through 
a normal kidney without producing damage.  Ulti- 
mately, by reason of congestion, the bacilli are 
arrested in the glomeruli and Bowman’s cansule. 
The first pathologic response, cell proliferation, fatty 
degeneration, caseation, and liquefaction, is followed 
by the breaking through of the process from the pa- 
pilla into the calyx. Neighboring papilla and remote 
parts of the kidney may become involved through the 
lymph channels. The author is of the opinion that 
the intertubular lymph spaces play an important 
part in spreading the infection between the pelvis 
and the cortex. By this means bacilli may be dis- 
tributed along the cortex in areas remote from the 
primary lesion. Cortical invasion of the second 
kidney may be possible. 

Bryan discusses the diagnosis in detail, including 
the cystoscopic findings and the use of pyelography 
when indicated. 

The treatment of renal tuberculosis is both medical 
and surgical. Medical treatment includes dietetic 
and hygienic measures and vaccination. 

The article is profusely illustrated with drawings, 
photographs, and pyelograms. 

GiLBert J. THomas, M.D. 


Bottaro, O. L.: Double Abdominal Ureteral Fixation 
(Urétero fijacién abdominal doble). Rov. argent. 
de obst. v ginec., 1921, V, 170. 


A woman 38 years of age had a vesico-vaginal 
fistula which had destroyed all the fundus and the 
neck of the bladder and formed a cavity studded 
with calcareous deposits in which a fist could be 
inserted. This lesion was complicated by vulvo- 
vaginitis and a double colpocele. Because of the 
impossibility of performing a direct operation, there 
being no vesical fundus, neck, or sphincter, it was 
decided by the author to employ an indirect method 
as was done by Castano in a similar case. Vertical 
incisions were made over the anterior iliac spines 
and the superficial layers and muscles were incised 
until the peritoneum was reached. The peritoneum, 
was then turned back and the ureters, which were 
found resting on its posterior surface, were carefully 
isolated and their lower extremities fixed in the skin 
over the anterior iliac spines. 

In the left side, which was the first operated upon, 
the wound became slightly infiltrated but this did 
net at any time endanger the ureteral fixation. 
Neither was there any ureteral infection. Following 
the operation on the right side the insertion of a 
prophylactic drain permitted closure of the wound 


by first intention. The urine flowing through the 
two ureteral orifices is collected in rubber receptacles, 
A plastic operation on the vagina with extirpation 
of the bladder will be undertaken soon. 

The author considers that any other site for the 
cutaneous openings of the ureters would be un- 
suitable because it would cause angulation. 

W. A. Brennan, 


BLADDER, URETHRA, AND PENIS 


Mugniery, E.: The End-Results of the Maydl 
Operation for Exstrophy of the Bladder (k¢- 
sultats éloignés de Vopération de Maydl pour 
extrophie de la vessie). Lyon chirurg., 1921, xviii, 
481. 


Nové-Josserand has operated upon five cases of 
exstrophy of the bladder by the Maydl method. 
The first operation was done in 1899 and the last in 
1920. Mugniery reviews the results. 

There was one almost immediate death from 
peritonitis. The patient operated upon most re- 
cently had some renal infection but this has dis- 
appeared. The three other patients were operated 
upon twenty-two, seventeen and one-half, and 
twelve years ago respectively. All are in good health 
but two have slight nocturnal incontinence. The 
only disadvantage of the Maydl method is that. as 
compared with other methods, it is associated with 
a greater risk of postoperative pyelonephritis. 

In 1904 the results in fifty-eight cases operated 
upon by the Maydl method were reviewed by 
Thobois. There were twelve postoperative deaths, 
seven of which were due to pyelonephritis, and six 
later deaths, four of which were due to pyelonephritis, 
one to cachexia, and one to some unknown cause. 
Of the forty survivors five had some renal irritation, 
four had nocturnal incontinence, and one had 
incontinence during the day. In the other cases 
urination occurred about every three or four hours. 

A study of these results and those published since 
Thobois’ report leads the author to conclude that 
in the Maydl operation the immediate mortality 
ranges from 26 to 30 per cent. The procedure is 
therefore a serious operation but it remains to be 
seen whether the Cunéo and Heitz-Boyer operations. 
the only others in use, are not more dangerous. In 
six cases in which the Heitz-Boyer method was used 
there were three deaths. In two of the others the 
result is good if the bladder is emptied every two 
hours or oftener, and in one case the result is poor. 

The total results of the Maydl operation show 
that sixty-four patients out of ninety-eight have 
had good end-results. The danger of pyelonephritis 
has been exaggerated. The author believes that 
when this condition occurs it is due probably to 
ascending infection in the ureters which was present 
at the time of the operation. In the Heitz-Boyer 
operation the ends of the ureters can be sectioned. 

In spite of its risk of secondary renal infection the 
fact that the Maydl operation gives good end-results 
in 60 per cent of the cases, that it is simple in 


technique, and that it can be performed in one stage 
makes it of value in the cases of young persons who 
cannot withstand long operations. 

W. A. BRENNAN. 


Fedoroff, S. P.: Total Extirpation of the Urinary 
Bladder in Cases of Vesical Tumor (Ueber die 
totale Blasenextirpation bei Tumoren der Harn- 
blase). Manuscript, Petrograd, 1921. 


On the basis of 165 cases of tumors of the urinary 
bladder the author states that some pedunculated, 
histologically non-malignant papillomata become 
malignant and some histologically malignant tumors 
show no signs of recurrence five years after resection. 
He maintains that papillomata of the urinary 
bladder should be considered clinically as malignant 
growths. Their removal by means of the snare and 
electrocautery is not certain to prevent recurrence. 
The electrocoagulation method introduced in 1910 
has a much more definite effect and is indicated 
for all pedunculated and other growths which the 
cystoscope shows have not penetrated the bladder 
wall. For diffuse, infiltrating bladder growths, 
large carcinomata and papillomata of the neck 
of the bladder, resection is necessary. In far ad- 
vanced cases. however, total extirpation of the 
bladder is the method of choice. The high mortality 
of this operation reported by Jaeger (64 per cent), 
Petroff (50 per cent), and Bystroff (47 per cent) has 
not been confirmed by the author. On the contrary 
he states that in eleven cases of such extirpation in 
the Fedoroff clinic not a single death occurred which 
could be attributed directly to the operation. 

Fedoroff reports five cases of his own. The first 
was that of a 39-year-old man who had been treated 
by different physicians for a tumor of the urinary 
bladder over a period of twenty years. The papillo- 
ma had been removed several times but every opera- 
tion was followed by recurrence. Finally, Fedoroff 
performed a complete extirpation of the bladder. 
The patient died from metastasis five years after the 
operation. 

The second case was that of a 45-year-old woman 
with the history of a vesical tumor for thirteen years. 
After repeated removals of the growth she consented 
to total extirpation of the bladder. The ureters were 
implanted in the flexure of the colon. Six vears 
after the operation she was still in excellent condi- 
tion. The urine was passed per rectum eight to ten 
times daily. 

The third case was that of a 59-year-old man who 
had had a papilloma removed several times. Histo- 
logic examination showed the growth to be a car- 
cinoma. The author performed a total extirpation 
of the bladder and implanted the ureters into the 
flexure of the colon. Much infiltration of the growth 
in the surrounding tissues made the operation 
difficult. Death occurred a year and four months 
after the operation. 

The fourth case was that of a 53-year-old man. 
After resection and thermocauterization a fistula 
remained. The diagnosis was carcinoma. After two 
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months the ureters were implanted in the flexure of 
the colon. The cancer had grown through the 
bladder wall and formed metastases. The patient 
died six days later from pneumonia. 

The fifth case was that of a 56-year-old man with 
carcinoma of the anterior and left side of the bladder 
wall. The ureters were implanted in the sigmoid 
flexure of the colon. One month later total extirpa- 
tion of the bladder was done. Death occurred 
twenty days later from an ascending pyelonephritis. 

The author maintains that total extirpation of the 
bladder gives good results even in the cases of old 
persons. Implantation of the ureters in the flexure 
of the colon gives a good functional result. Im- 
plantation of the ureters into the skin is to be 
abandoned because of the unfavorable and disagree- 
able after-results. Lumbar ureterostomy or nephros- 
tomy or the implantation of the ureters into the 
vagina or rectum may be done. Implantation into 
the vagina leads to a constant dribbling of urine. 
Implantation into the rectum is technically more 
difficult. The patient urinates eight to twelve times 
a day through the rectum and there is danger of an 
ascending pyelonephritis. The author greatly pre- 
fers implantation into the flexure of the colon. In 
implanting the ureter and suturing it into the 
flexure it is important to see that it is not under too 
great tension and is not kinked. In women the 
entire urethra must be removed to prevent metas- 
tasis. To obtain better access to the bladder the 
author makes a transverse incision severing the 
insertions of the muscles at the symphysis in addition 
to the incision in the median line of the abdomen. 
In the male it is then possible, if necessary, to 
remove the prostate and seminal vesicles. 

Fedoroff warns against symphyseotomy or tempor- 
ary resection of the pubic bone as such procedures 
help little and cause severe wound complications. 
In the case of males he drains through the anterior 
abdominal wall and is satisfied with that method. 
In the case of females drainage must be effected 
through the vagina. 

The author believes that after a surgeon has once 
done the transperitoneal bladder resection he will 
never go back to the extraperitoneal method. The 
only contra-indication to the use of this route is a 
tumor growth involving the anterior abdominal 
wall and peritoneal infection. 

Malignant tumors of the bladder remain localized 
for a long time and form metastases relatively late. 
The lymphatic channels related to the urinary 
bladder have not been definitely traced. Clinical 
experience shows that the lymph glands first become 
involved when the neighboring organs have become 
invaded. In the author’s cases there was no lymph 
gland involvement. Recurrence took place from the 
original growth or the bed of the growth in the 
bladder or extended along the mucous membrane. 

Hence it is important to destroy any mucous 
membrane which may become affected. The earlier 
and the more radical the operation the less the 
danger of recurrence. HEssE (Z). 
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Scholl, A. J., Jr.: Squamous-Cell Carcinoma of the 
Urinary Bladder. Arch. Surg.. 1921, iii, 336. 


Trauma and infection not infrequently cause the 
mucosa of the urinary tract to undergo epidermiza- 
tion. These plaques of abnormal epithelium may 
persist for many years and have a tendency to un- 
dergo malignant changes. 

The majority of squamous-cell carcinomata of the 
bladder are flat and ulcerated, extensively involving 
the wall. The pre-operative symptoms usually 
are of short duration and mild. Metastasis occurs, 
but not so frequently or so extensively as the extent 
and appearance of the local lesion would indicate. 
Mitotic figures are fairly common in epidermoid 
tumors of the bladder, but do not always indicate a 
high degree of malignancy as they are not so impor- 
tant a criterion of malignancy in epitheliomata as 
in connective-tissue tumors. 

Six cases of squamous-cell epithelioma were seen 
at the Mayo Clinic between January 1, 1910, and 
January 1, 1920. These cases are of interest not only 
because of their extreme malignancy, but also 
because of the insidious onset of the condition and 
the absence of definite symptoms. The growths are 
readily recognized histologically, a fact of distinct 
prognostic importance. 

Three of the six patients examined were in an 
operable condition on an average of three months 
after the first appearance of symptoms. One of 
these had a recurrence four months after the opera- 
tion and died eight months later; one died six 
months after the operation; and one, the only 


patient who did not die from the disease, is living 


and well nine years after the operation. The other 
three patients had inoperable tumors with symp- 
toms referable to the carcinoma for an average of 
twelve months. 

Two of the six patients had undoubted cystitis 
for more than twenty-eight years, while in one the 
tumor was complicated by stone formation. 

The average age of the patients was 46 years, 
which is lower than the average age of these with 
carcinoma of the bladder. The incidence of sex, 
four women and two men, is also exceptional as 
usually the males outnumber the females three or 
four to one. A.C. Jounson, M.D. 


Jacobs, L. C.: Manifestations of Lesions in the 
Posterior Urethra. California State J. M., 1921, 
XIX, 370. 

Jacobs gives twelve case histories and shows 
some excellent photographs of wax models of the 
lesions as they appear on cystoscopic examination. 

The two most important types of lesions with 
symptoms referable to the posterior urethra are 
chronic urethritis with prostatitis and those of 
the so-called sexual neuroses. The sexually neurotic 
type of patient is one who deserves the greatest 
consideration; such persons suffer mental anguish 
and attach great importance to their symptoms. 
They should be given a cysto-urethroscopic examina- 
tion because most of them show pathology in the 


posterior urethra which is particularly amenable to 
treatment. The therapeutic results obtained jn 
the majority of these cases by the use of the ful- 
gurating current are very satisfactory. 

Louts Gross, M.1. 


GENITAL ORGANS 


Strominger, L.: Considerations Regarding the 
Pathogenesis and Treatment of Prostatic 
Hypertrophy (Quelques considérations sur 
pathogénie- et le traitement l’hypertrophic 
prostatique). J. d’urol. méd. et chir., 1921, xii, 81. 


A consideration of many clinical and anatomical 
facts leads to two conclusions with reference to 
hypertrophy of the prostate: first, that prostatic 
inflammation in some manner prevents the develop- 
ment of a true glandular hypertrophy, and second, 
that prostatic hypertrophy is not a disease localized 
to the prostate. 

The author believes there is an important re- 
lationship between arteriosclerosis, prostatic hyper- 
trophy, and the genital functions. Remlinger, 
Director of the Pasteur Institute at Constantinople, 
found many evidences of arteriosclerosis in patients 
sexually continent. The author offers these ob- 
servations in conjunction with the occurrence of 
prostatic hypertrophy in sexual continents and 
others whose sex life is irreproachable, but who 
have evidences of arteriosclerosis. The explanation 
is offered that vascular changes produced by some 
general intoxication and resulting in arteriosclerosis 
are the factors directly responsible for prostatic 
hypertrophy. 

Further proof ‘of this relationship is given by the 
work of Castaigne and Lavenant who found that 
chronic nephritis becomes ameliorated following 
prostatectomy. The author furthers the view of 
Albarran that urinary retention is due to a genito- 
vesical inhibition produced by an internal secretion 
of the hypertrophied gland. This same hypothetical 
secretion is consequently supposed to be the cause 
of a generalized vascular tension which certain 
investigators have found to disappear following re- 
moval of the prostate. Loyat E. Davis, M.D. 
Hunt, V. C.: Surgery of the Prostate. MJinnesola 

Med., 1921, iv, 541. 

Not more than one-half of the persons with 
diseases of the prostate require surgical treatment. 
The non-surgical group is composed of those with 
acute and chronic prostatitis complicating and fol- 
lowing acute specific urethritis. In a review of 856 
prostatectomies it was found that fifty glands were 
of the chronic fibrous type without adenomatous 
hypertrophy; forty-eight specimens showed prosta- 
titis as the primary condition with a few small adeno- 
mata; and fifty-six evidenced marked prostatitis 
with associated primary adenomatous hypertrophy. 
Chronic prostatitis may produce all the symptoms 
of adenomatous hypertrophy, such as frequency, 
difficulty, and incomplete emptying of the bladder, 


with residual urine, and even at times acute reten- 
tion. This type of gland, distinguished by fibrous 
tissue formation, is evidence of the prominent réle 
played by infection in the etiology of late pros- 
tatic disease. 

Prostatic abscess is of relatively slight surgical 
importance because as a rule it complicates the 
acute prostatitis of venereal origin and ruptures 
spontaneously into the urethra. 

Carcinoma of the prostate is found in 15 per cent 
of persons with symptoms of prostatic obstruction. 
In the great majority of cases surgery is contra- 
indicated because of involvement of adjacent vis- 
cera or distant metastasis. In an analysis of 362 
cases of carcinoma of the prostate observed in the 
Mayo Clinic Bumpus found remote metastasis in 
21.8 per cent, and in a later series metastasis was 
noted in 30.3 per cent of 135 cases. The pelvis, spine, 
and femur were the bones most frequently involved. 
Surgery in this type of case is not beneficial except 
insofar as palliative measures for the relief of 
obstruction are indicated. 

Benign adenomatous hypertrophy is the most 
common surgical lesion of the prostate. It occurs 
most frequently late in life, 83 per cent of the cases 
occurring in the sixth and seventh decades. 

The gland which produces symptoms is not neces- 
sarily large. Obstruction and retention are the 
factors directing attention to it, and the ‘‘silent” 
prostate may be a huge intra-urethral and intra- 
vesical growth. 

A large prostate unproductive of symptoms does 
not require surgical treatment, but when, irrespec- 
tive of its size, it is responsible for frequency or 
difficulty in micturition, pain, hematuria, and 
residual urine, operation is indicated in the absence 
of general contra-indications. The obstructing 
prostate reflects its pathologic condition on the 
upper urinary tract and the general condition. The 
pre-operative stage is therefore the most important 
in the treatment of these patients who must be 
considered as potentially, if not actually, uramic. 
Renal function is diminished because of infection 
and back pressure on the kidneys, the bladder is 
often a septic pocket because of infected residual 
urine, and the blood-urea nitrogen is markedly 
increased. The preliminary treatment is directed 
toward the relief of these conditions and the most 
important step is proper drainage of the bladder. 
The author cautions against rapid drainage of the 
residual urine and emphasizes the desirability of 
gradual decompression of the bladder by the Van 
Zwalenburg method. The severe cases 
demand suprapubic drainage; approximately 25 
per cent of the patients have less than 2 oz. of 
residual urine and no renal insufficiency, and can 
be subjected to prostatectomy without preliminary 
treatment. About 50 per cent must be prepared 
for prostatectomy by the use of a permanent 
urethral catheter. 

Van Zwalenburg’s method of gradually decom- 
pressing the bladder has increased the percentage 
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of cases in which a one-stage prostatectomy can be 
performed with safety. At the Mayo Clinic the 
one-stage suprapubic operation following prelimin- 
ary gradual decompression of the bladder is pre- 
ferred. 

The chief advantages of the one-stage operation 
are that the operative field is in full view, hemor- 
rhage is more easily controlled, associated lesions, 
such as stones and diverticula can be dealt with, 
infection is less frequently a complication, and 
convalescence is shorter. 

Spinal anesthesia induced by the method of 
Labat, or combined transsacral and abdominal in- 
filtration with novocaine, has been used in all pros- 
tatic operations for the past six months. The range 
of operability is thereby extended and the time ele- 
ment in the operation decreased. 

Technical points in the one-stage operation 
emphasized are: (1) careful suturing of the bladder 
neck, which is the source of most of the bleeding, 
(2) control of the bleeding from the interior of 
the prostatic capsule, and (3) accurate closure of 
the bladder. The Pilcher bag is successfully used 
in the Mayo Clinic. All suprapubic tubes are 
removed on the day following operation, a urethral 
catheter being inserted. The suprapubic wound 
usually heals by first intention and there is no uri- 
nary drainage after the removal of the bag. 

A reduction in the mortality rate during the past 
few years has been due to: (1) the recognition of 
the fact that these patients are potentially uremic 
and require preliminary treatment before opera- 
tion, (2) improved technique in the operation, and 
(3) the elimination of ether as an anesthetic. 

Ninety-four and five-tenths per cent of 614 patients 
report that they are cured or markedly improved. 

V. G. Burpen, M.D. 


Bugbee, H. G.: Prostatectomy in Bad Surgical 
Risks. J. Am. M. Ass., 1921, Ixxvii, 905. 


The author outlines his pre-operative treatment 
of cases of grave prostatic obstruction associated 
with marked cardio-renal disease, his method of 
operating, and the postoperative management. 
He states that old age as a contra-indication to 
operation has probably been over-estimated and 
that even in the presence of advanced cardiac and 
renal complications prostatectomy may be carried 
out with success if performed in several stages. 
Careful attention should be given to the patient’s 
general condition. If haemorrhage is avoided at 
the time of the enucleation, much of the shock 
and renal insufficiency will be prevented. 

The present step-by-step technique of prostatec- 
tomy has removed many of the contra-indications 
to this operation. While only a few years ago speed 
of operation was regarded as the most important 
factor in the successful treatment of this condition, 
we know now that this is not logical and that the 
time necessary for its relief will be more or less in 
proportion to the time involved in the culmination 
of the pathologic process in the final condition. 


i 
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In the pre-operative management of this type of 
case the first consideration is the prevention of 
absorption from the bladder, the relief of the kidneys, 
and the promotion of elimination in other systems. 
Drainage of the bladder will relieve the kidneys and 
prevent absorption, but if this is done rapidly either 
by complete catheterization at once or by cystotomy 
uremia may supervene. When the patient is carry- 
ing over 6 oz. of urine the bladder should never be 
emptied at once unless it is accustomed to being 
catheterized; a greatly over-distended bladder 
should be emptied gradually over a period of two 
weeks. A catheter may be fastened in the urethra 
and should be retained in position until the patient 
shows no signs of uremia, when suprapubic cystot- 
omy may be safely done. 

It is entirely possible to establish gradual supra- 
pubic drainage under local anesthesia by carefully 
inserting the Pezzer catheter stretched over an 
introducer into a very small incision in the bladder. 
A suture on either side of the catheter in the bladder 
wall insures tight closure, and a clamp on the tube 
will allow the urine to escape as desired. During 
this time a great deal can be accomplished by 
forcing fluids by mouth and rectum, and by pro- 
moting free elimination by the intestinal tract. The 
patient should be kept out of bed as much as 
possible. 

As a high blood pressure is preferable to a low 
one—fluctuations of pressure being indications of 
circulation and renal condition—the administration 
of gum glucose may aid in its stabilization. While 
renal function tests are important, they are of value 


chiefly because they show when a new level has been 


established which shows little variation. If the 
patient then takes and assimilates a sufficient quan- 
tity of food and has a moist clean tongue, the pros- 
tate may be enucleated. Except when the patient 
is fat, the enucleation may be readily executed 
through the suprapubic cystotomy sinus under 
gas-oxygen anesthesia with one finger when the 
prostate is lifted up from below by an assistant’s 
finger in the rectum. The Pilcher bag is then drawn 
into position and filled with water, and slight trac- 
tion is maintained. Loose packing is placed around 
the bag and the end of the packing is carried out 
through the sinus which is closed by one silkworm- 
gut suture. The next day one strip of packing and 
the bag are removed and a mushroom catheter is 
inserted into the suprapubic sinus. The scrotum is 
elevated and the bladder is not irrigated. The 
fluid in-take is kept high, and the bowels free. The 
patient is gotten up in a chair as soon as he feels 
equal to it, which is often the following day. The 
Pezzer catheter is left in for about eight days, at 
the end of which time a soft rubber catheter is fixed 
in the urethra and retained in position while the 
suprapubic sinus is packed down to the bladder wall 
and allowed to heal. Healing usually requires 
about three weeks. 

The author reports nine cases of marked prostatic 
obstruction complicated by marked renal and circu- 


latory disease in patients whose ages ranged from 
68 to 90 years. These cases were successfully man- 
aged by the methods discussed. 

C. D. Hotmes, M.D. 


Rubritius, H.: The Two-Stage Prostatectomy (Zur 
zweizeitigen Prostatektomie). Zischr. f. urol. Chir., 
1921, Vii, 109. 

After discussing the history of the two-stage 
prostatectomy and emphasizing the services of 
Kuemmell in introducing it, the author states that 
this method has been adopted because the results 
of the single stage operation have not been satis- 
factory and because by this technique we are able 
to give relief in a much larger number of cases, 
including those in which the second part of the 
operation is not performed. For example, the poor 
kidney function, insufficiency, and infection can be 
relieved much better by cystostomy than by the use 
of a permanent catheter. 

Of forty-two patients operated upon eleven were 
treated by the two-stage procedure. With one 
exception these patients were in the seventh and 
eighth decades of life. Half of them had severe 
retention, hematuria, and poor function. Function 
was tested by the Voltevuls water test and indigo- 
carmin. Elimination and concentration improved 
after the first part of the operation. The intervals 
between the first and second stages ranged from 
thirteen days to six months. Two carcinomata 
were cured. 

Among the patients operated upon by the two- 
stage method there were two deaths. A 72-year-old 
patient who had recovered very well after the first 
operation died a day after the prostatectomy. 
The interval between the two stages was too short. 
A 73-year-old patient died from peritonitis, the 
peritoneum having been torn in several places in the 
technically difficult prostatectomy. The latter case 
demonstrates that in preparing the operative field 
in the first operation we should push the peritoneum 
up. Therefore, the formation of a fistula with a tro- 
car should be abandoned. 

The technique recommended is that ordinarily 
used. In the first procedure a tube should be 
introduced into the fistula and after six to eight 
days a Petzer catheter should be placed in the 
bladder. The use of a permanent catheter is contra- 
indicated. The second stage performed under 
lumbar infiltration or ether anesthesia is generally 
well tolerated if the first stage has been borne well. 
Cystostomy has greatly extended the indications 
for the operation. RoebDE (Z). 


MacGowan, G.: The D’Arsonval Method of Coag- 
ulation Necrosis for the Removal of Immense 
Intravesical Outgrowths of the Prostate, 
Simple or Malignant. California State J. M., 
5921, XIX, 351. 

MacGowan says that the bipolar current is prac- 
tically a bloodless and safe procedure so long as the 
end of the electrode is not thrust through the tissues 


GENITO-URINARY SURGERY 69 


that lie outside of the bladder walls toward the 
rectum or the peritoneal cavity. His method is as 
follows: 

The tissues are desiccated and as the desiccation 
increases the tissues are snipped away with scissors 
until the margin of destruction is approached, as 
evidenced by the ability of the vessels to seep a 
little bloody serum. When the process extends into 
the walls of the bladder everything that appears to 
be involved in the growth is desiccated, and as it is 
desiccated it is removed with the curette until all 
of the hardened infiltrated portions of the bladder 
wall marking the site of the tumor have become 
flexible to the finger and all the blood vessels of 
supply have been destroyed by the current. If the 
line of direction of the growth is toward the rectum, 
the gloved finger of an assistant is kept in this 
cavity to give timely warning of too close approach 
to the gut, evidenced by a considerable degree of 
heat which precedes the advancing point of the 
electrode. 

If the growth has sprung from the prostate, the 
electrode is thrust into the capsule of the prostate 
on either side and these tissues are also coagulated 
after all of the intravesical portion has been removed. 
It is not necessary, according to the author, to pro- 
ceed to the extent of absolute destruction as in the 
treatment of cancer of the bladder or a cancerous 
growth springing from the prostate unless it is very 
evident to the sense of touch that the growth is 
malignant. In the latter case it should be loosened 
up after the plane of cleavage is found, and gradually 
enucleated, and as the tissues are cooked, the cap- 
sule should be thoroughly treated with the spark, 
with all the outlying structures that seem to be 
involved in the malignant growth. 

In cases of malignancy further certainty of cure 
is acquired by introducing within the capsule of 
the prostate a suitable quantity of radium and 
leaving it there a proper length of time after the 
removal of the prostatic tumors. 

The author reports five cases and states that a 
successful result could probably have been obtained 
by any other method in only one of them. 

Louis Gross, M.D. 


Walker, J. W. T.: Open Prostatectomy. Brit. M.J., 
1921, ii, 311. 


In reviewing the results of the operation of prosta- 
tectomy as generally practiced the author was struck 
by the fact that the three main complications and 
sequela, hemorrhage, infection, and postoperative 
obstruction, are due chiefly to the completion of the 
operation without proper exposure. Walker advo- 
cates and describes an open operation which aims at 
placing prostatectomy on a higher plane in the scale 
of surgical procedures. 

Although death ascribed to haemorrhage following 
prostatectomy is rare, it is undoubtedly true that 
hemorrhage plays a large part and is often the decid- 
ing factor in deaths attributed to shock, collapse, 
renal failure, etc. Control of haemorrhage is much 


more certain when proper exposure is obtained than 
in the blind operation. 

Infection generally occurs after prostatectomy, but 
its severity can be greatly reduced and its more serious 
sequela rendered less frequent by the removal at 
operation of tags and pieces of tissue which, if left, 
would slough. 

Obstruction occurs almost entirely at the internal 
meatus where the bladder joins the cavity remaining 
after the removal of the prostate. ‘This sequela may 
be effectually prevented by excising the folds and 
strips of. mucous membrane and a portion of the 
semilunar fold formed by the trigone at the posterior 
lip of the orifice. 

The prostate is enucleated in the usual manner 
with the gloved forefinger of the right hand and gen- 
erally without the assistance of a finger in the rectum. 
The patient should be in the horizontal position. 
A suture is then inserted in the bladder wound at 
each side, the patient is placed in the Trendelenburg 
position, and the author’s retractor is introduced. 
This instrument allows excellent exposure. By clip- 
ping away loose tissue, the prostatic cavity is cleared 
of débris. A wedge-shaped section caught up by 
pressure forceps is removed from the posterior cres- 
centic ledge, and sutures are introduced and tied 
external to the forceps. An oval opening is thus left 
which forms part of the bladder. 

It is unnecessary either to preserve the strip of 
urethral mucosa which may remain posteriorly or to 
attempt to suture the urethral mucosa to the mucosa 
of the bladder. Such a tube deprived of its blood 
supply is a menace. Hemorrhage is best controlled 
by suture under the lip of the vesico-prostatic opening 
and by packing. The bladder blades of the retractor 
are now replaced by abdominal blades and, after the 
frame has been turned toward the feet, the abdominal 
wound is repaired. A drain is left in the prevesical 
space. 

The duration of the open operation is slightly 
longer than that of the blind operation but time 
spent in the latter on irrigation to control hemor- 
rhage is better employed in exposing and controlling 
the bleeding points. Hernia is no more apt to develop 
following the use of the long incision efficiently closed 
than following the buttonhole incision. 

J. W. Ross, M.D. 


Lombard, P., and Béguet, M.: Suppurative Orchi- 
tis Due to the Micrococcus Melitensis (Orchite 
suppurée due au micrococcus melitensis). Presse 
méd., Par., 1921, XXix, 753. 


Genital complications are present in about 5 or 6 
per cent of cases of Malta fever. Sometimes they 
occur during convalescence, becoming suddenly 
manifested by a sharp pain in one side of the 
scrotum. The rapid swelling following is due to 
tumefaction of the testicle or of the testicle and 
epididymis. The pain diminishes at the end of six to 
eight days. In a few weeks, often less, the swelling 
disappears and the orchitis is ended. Recurrence, 
however, is possible. In exceptional cases there is 


70 INTERNATIONAL ABSTRACT OF SURGERY 


suppuration. The micrococcus melitensis is not 
necessarily pyogenous and a testicular abscess due 
to it is very rare. The authors know of only four 
cases, one of their own and three reported in the 
literature. Their own case was that of a man 56 
years of age who gave a history of malaria and 
dysentery and a recent attack of fever followed by 
swelling of the right testicle to the size of an orange. 
Castration was done. The testicular pus showed 
the micrococcus melitensis in pure culture. 

Orchitis associated with Malta fever arises from 
a blood infection. It involves both the glandular 
structures and the tunica vaginalis. In the gland the 
suppuration has multiple foci; the tunica vaginalis 
in its vicinity reacts early and becomes filled with 
a liquid which at first is serous and then purulent, 


the change being due to rupture of the intra- 
glandular collections into the serous liquid. Clini- 
cally the process may appear as an acute, subacute, 
or chronic vaginalitis. The case reported in this 
article belonged to the subacute variety. 

In the authors’ opinion the seriousness of sup- 
purative orchitis following Malta fever is dependent 
upon the number of the purulent foci. The gland 
may be honeycombed with abscesses causing 
destruction of the greater part or all of it. In such 
cases there can be no thought of preserving the 
gland and castration is indicated. Possibly if thc 
true nature of the condition could be diagnosed very 
early the gland might be saved. The authors suggest 
also that serotherapy or vaccinotherapy might 
prove of value. W. A. BRENNAN. 


EYE 


Van Duyse, G. M.: Colobomatous Microphthalmos 
with a Retropalpebral Orbital Cyst (Microph- 
thalmos colobomateux avec kyste orbitaire rétro- 
palpébral). Arch. méd. belges, 1921, Ixxiv, 593. 


The author’s study was made on a dolichocephalic 
hydrocephalic foetus with cheilognathopalatoschisis, 
sexdigitism, and pes equinus. The two ocular bulbs 
presented the same anomalies but they were some- 
what more accentuated on the left side. On the 
right there was acorea, and an epithelial lamina of 
the iris extended backward. On the left there was 
entropion due to duplication. There were four 
nuclear arcs in one cataractous lens but on the con- 
gener lens these had been rendered indistinct by 
degeneration of the fibers causing liquefaction of the 
cortical layers. 

The retina, which was well developed in the right 
eye, appeared in the left in the form of a horse-shoe 
open behind, the retinal lamella ending here as an 
amputation cone. In this spot there was a space 
between the intrabulbar retina and the intracystic 
retina the continuity of which was perfectly pre- 
served in the right eye. The bulbar cavity led into 
the cystic cavity by a wide neck on the right side 
and by a sinuous neck on the left. This was because 
an intercalary tissue has caused a deviation of the 
retina which passed into the cyst while separating 
it from its distal intrabulbar segment as it had 
separated the pigmented lamina in partially trans- 
forming it into epithelial cysts. 

In addition to this peculiarity which modified the 
anatomical topography of the left eve as compared 
with the right, the pigmented lamina of the eye 
crossed the neck of the cyst followed by a stratum of 
cylindrical cells which in turn was succeeded by an 
insufficiently differentiated inverted retina lining the 
entire inner wall of the cyst. These were derived 
from the temporal side of the orbit, the small eye 
remaining pushed back on the nasal side. One of 
the segments formed a pocket behind the upper eye- 
lid. The cystic covering, which is a continuation 
of the pigmented epithelium—cylindrical retina and 
inverted rudimentary retina—corresponded to the 
external lamina of the duplication of von Hippel, 
to the folded lamina of the optic part, metamor- 
phosed, simplified, and remaining in the primitive 
state. 

The intrabulbar retina was herniated, becoming 
ectropionated in order to advance in the embryonic 
mesodermic tissue by the force of its normal develop- 
ment alone. The small size of the bulbar cavity 
caused a “‘retinocele.”’ The eventual presence of a 
subretinal fluid favored the cystic development 
caused by the retinal hernia. 


SURGERY OF THE EYE AND EAR 


In the interior of the cyst two central segments of 
retina were found which were separated by an axis of 
the vitreous body and hyaloid vessels with their 
internal limits toward these and their external limit 
toward the cystic cavity. 

The inverted retinal lamina covered the internal 
wall of the cystic diverticula sometimes in the form 
of a poorly differentiated retina with a stratum of 
single cells turned toward the cystic cavity and an 
inner glial stratum adjacent to a hyalinized meso- 
derm, and sometimes in the form of strata of cylin- 
drical elements. In the neighboring cystic parts of 
the eye there were layers of pigmented epithelium. 
This segment of retinal lining passed into glial 
hyperplasia, to localized gliosis which may be 
compared to the atypical proliferation of Fried- 
lander. A marked peculiarity was the formation of 
buds and dermo-epithelial villosities in the region 
of the pigmented epithelium of the cyst. 

Von Hippel has spoken of a cystic formation 
containing four laminz: the inverted peripheral 
lamine of the retina and the internal lamine with 
strata arranged normally. According to Natanson, 
no case is known in which the inner lining of the 
cyst was found so constituted. Van Duyse, however, 
in 1900 reported this finding in a brother of the 
subject whose case is reported in this article. The 
type of malformation described by the author is 
summarized briefly as follows: 

The retina of the secondary ocular vesicle not 
finding sufficient space in the ocular cavity, extend- 
ed backward and downward and became duplicated. 
The non-inverted portion ended normally at the 
optic nerve. The non-inverted part, the external 
lamina of the retinal duplication, became united to 
the surrounding mesoderm and continuous with the 
pigmented epithelium which remained forcibly 
separated from the optic nerve. The folds of the 
pigmented epithelial lamina, like those of the 
internal lamina of the secondary optic vesicle, may 
have become detached, isolated, and transformed 
into cysts, or the cavity of the orbital cyst may 
always have communicated with the subretinal space 
of the eye. 

This article, a complete study of colobomatous 
microphthalmos, is supplemented by a number of 
histologic plates. W. A. BRENNAN. 


Ziegler, S. L.: The Ocular Menace of Wood Alco- 
hol Poisoning. Brit. J. Ophth., 1921, v, 411. 


Ziegler concludes after a critical study of the 
phenomena occurring in cases of wood alcohol 
poisoning that the primary and fundamental lesion 
is a profound injury of the pituitary body. The 
changing but steadily contracting fields, the fugitive 
scotomata, the visual loss and recovery, the scler- 
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osed or atrophic nerve heads, the fixed and dilated 
pupils, the temporary paresis of the extra-ocular 
muscles, the ptosis, the ataxic gait, and the 
mental hebetude are all characteristic of such in- 
volvement. 

Methyl alcohol is the most deadly poison used 
in daily commerce; one teaspoonful has caused 
blindness and one ounce has caused death. It may 
enter the body through the mouth, the nose, or 
the skin. It is a protoplasmic poison possessing a 
selective affinity for the delicate nerve tissues of 
the eye. Its biochemistry is modified by oxidation, 
first to formaldehyde and then to formic acid, both 
of which are corrosive poisons; formic acid is the 
end product excreted by the kidneys. 

Sudden blindness with vomiting and abdominal 
pain, especially if associated with diplopia or ptosis, 
should always arouse suspicion of methylic poison- 
ing; papillitis, sector-like atrophy, and sudden sclero- 
sis of the nerve head are equally typical fundus 
lesions; contracted fields and central or paracentral 
scotomata are usually present. Van Slyke’s test 
will reveal acidosis in the early stages and alka- 
losis later. 

The treatment should include early neutraliza- 
tion by alkalies to lessen the destruction of nervous 
tissue, and elimination by lavage, emetics, diaphor- 
etics, purgatives, and rapid oxidation. Lavage 
should be repeated because much of the wood alco- 
hol in the system is returned to the stomach. 

To revascularize the disc and restore the lost 
function of the nerve no measure can equal the 
stimulating effects of negative galvanism; this 
should be administered with great care, with a high 
voltage and low amperage. Sixty volts should be 
passed through the main shunt controller, with the 
amperage reduced to 1 mm. by a secondary carbon 
controller. The current should be passed for ten 
minutes, and then reduced to 14 mm. and passed 
for a second period of ten minutes. These séances 
should be continued on alternate days. This is the 
most efficient therapeutic measure known for the 
milder cases of toxic injury in which there has not 
been complete destruction of the nerve fibers. If 
the nerve fibers have been completely destroyed, 
galvanism will have no effect whatever. 

Six cases are reported with the results of treatment. 

C. Corpin Yancey, M.D. 


Sirlin, G.: Corneal Ulcer and Hypopyon Cured by 
Milk Injections (Ulcera de la cérnea e hipopién 
curada con las inyecciones de leche). Semana méd., 
1921, XXVili, 434. 

A diagnosis of corneal ulcer complicated by 
hypopyon and iritis was made in the case of a 
“ woman 45 years of age. As treatment by the usual 
methods did not result in any visible improvement, 
the author determined to try muscular injections of 
cow’s milk four or five hours old. Ten cubic centi- 
meters were injected into the buttocks. The effect 
was so rapid and decided that by the following day 
the pain in the eye, the blepharospasm, and the 


photophobia had diminished and the vision was 
more acute. One injection a day was given for three 
days. The hypopyon has now been resorbed, the iris 
has recovered its normal appearance, and the pa- 
tient has no further symptoms. W. A. Brennan. 


Rose, S. G.: Nutritional Keratomalacia in In- 
fants, with a Report of Four Cases. Am. /. 
Dis. Child., 1921, xxii, 232. 


Rose defines keratomalacia as xerophthalmia in 
which the most characteristic changes take place in 
the cornea, and states that the condition is quite 
rare, the four cases reported being the only ones in 
28,000 admissions to the children’s department of 
the Johns Hopkins Hospital. These cases are 
reported in detail with two necropsy reports. In one 
case of death no postmortem examination was 
made. One patient lived. 

Rose reviews the reports of various men who did 
not at first understand the disease fully, con- 
sidering it a complication of an acute infection 
of a neuroparalytic keratitis, a manifestation of 
congenital syphilis, or an entity with a specific 
bacteriological cause. More recently the relation- 
ship between malnutrition and the disease was 
established, Spicer being one of the first to observe 
that the condition occurred only among artificially 
fed infants kept on a diet deficient in nitrogenous 
elements. 

Mori in 1904 noticed 116 cases of a very similar 
condition in which cod liver oil acted as a specific 
and concluded that the disease was due to a lack of 
fat in the diet. In Germany a very similar condi- 
tion known as “ Mehlnaehrschaden” was found in 
infants whose diets consisted almost exclusively of 
carbohydrates. Much work has been done in the 
past four or five years, especially by McCollem 
and Davis, experimenting on rats, which shows the 
close relationship between the lack of fat-soluble 
vitamine A in the diet and xerophthalmia. The 
author cites also the work of many other investiga- 
tors. The pathology he has given in detail. He 
comes to the conclusion that the condition is a defi- 
ciency disease rather than an inflammatory process 
as was heretofore generally believed. 

Tuomas D. ALLEN, M.D. 


Chance, B.: Radium Plugs for the Dissolution of 
Orbital Gliomatous Masses After Excision of 
the Globe. Am. J. Ophth., 1921, iv, 641. 


A profoundly cachectic child under 3 years of 
age was brought to the author suffering much pain 
and with both eyes filled with yellowish masses. 
A diagnosis of bilateral glioma was made. Three 
months later the enormously distended right globe, 
which had ruptured, protruded between the lids, 
and, projecting through the anterior segment, was 
a granular, pultaceous mass which bled at the 
slightest touch. Excision was consented to by the 
parents. The globe was freely movable, the tumor 
mass not having perforated the sclera, and the orbit 
was quite free from nodules. 
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In the meantime the disease had progressed in 
the left eye but instead of rupturing anteriorly, 
the swelling suddenly subsided, the globe sinking 
into the orbit and rupturing posteriorly. Its growth, 
however, soon caused further distention of the 
globe and the eye was excised. The operation was 
difficult because of the mass which filled the apex 
of the orbit. The child immediately improved in 
general health. 


In two months the left orbit began to fill and soon 


extended beyond the ridges, pushing the lids for- 
ward. Nine large radium needles in hollow, non- 
corrosive nickel steel cases 20 to 25 mm. long and 


2 mm. thick, each containing 10 mg. of radium sul- 
phate, were inserted into this mass and five smaller 
needles and one large needle into the presumably 
unaffected tissue in the right orbit. They were 
left in place for twenty hours. 

This treatment was followed by shrinking of the 
tumors and apparent cure. 

The difficulties attending the use of radium in 
metal containers was greatly overcome by the 
composition of the metal employed in these needles 
which, besides being non-corrosive, filtered out the 
harder and more deeply penetrating rays. 

C. Corsin Yancey, M.D. 
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Keilty, R. A.: The Tonsils as Foci of Infection. 
J. Med. Research, 1921, xlii, 315. 


Foci of infection may be divided into two groups, 
active and inactive. Inactive foci are those which, 
though containing living and virulent organisms, 
do not produce general disease, being well walled 
off, but remain as potential sites of infection. The 
active types, on the other hand, either by reason 
of the virulence or the numbers of their organisms 
are constantly pouring into the circulation not only 
the organisms themselves but also the products of 
their growth. 

The study reported was undertaken to determine 
definitely whether tonsillar tissue does or does not 
contain actual organisms. The material consisted 
of both tonsils removed from a series of routine 
cases selected from a large clinic as those requiring 
tonsillectomy by reason of the fact that they showed 
disease clinically. The patients included both 
adults and children, the latter predominating, and 
the tonsils showed grossly and histologically the 
same changes as those noted in a series removed 
from soldiers. 

Immediately after their removal the tonsils were 
sent to the laboratory in sterile gauze, the epithelial 


surfaces of both were thoroughly seared with a red- 
hot copper searing blade, and material from the 
inside was expressed onto the seared surface by 
pressure. This material included that present in 
the crypts as well as the cellular elements from the 


tonsillar substance. Its character varied from the 
soft pulpy cells of the tonsillar tissue to a purulent 
material from confined abscesses, including the 
inspissated cheesy material of constricted crypts. 
The author states that it is practically impossible 
to separate the material deep in the crypts from 
the tonsillar tissue, and it does not seem that this 
separation is necessary to obtain proof that the ton- 
sils harbor micro-organisms. 

It is true that the epithelial lining of the crypts 
may act as an impassable barrier to the invasion 
of micro-organisms from the inspissated contents of 
the crypts but their constant and close association 
in this position makes it almost a certainty that if 
they are present here they will be present in the 
tonsillar tissue. This, it seems, is a weak point in 
the evidence that tonsillar tissue is the actual seat 
of micro-organisms but the construction of the ton- 
sils will not permit a clear-cut differentiation between 
the two situations. 

The results of the experiments are summarized 
as follows: 

1. The tonsils have been shown to be the avenues 
of invasion for various micro-organisms. 


2. The tonsils are to be considered as foci of 
infection, active or inactive, from which the absorp- 
tion of toxins into the general system takes place. 

3. The tonsils are considered foci of infection, 
active in character, from which micro-organisms are 
poured into the general circulation, producing 

ily disease. 

4. That the tonsillar changes are those of inflam- 
matory reactions against foreign stimuli is evidenced 
by their gross and histologic structure. 

5. Nine hundred and eighty-five organisms repre- 
senting sixteen different types and fifty-three com- 
binations were found in 388 cases. 

6. The organisms were those usually found in 
oral flora. 

7. Streptococci predominate but are closely fol- 
lowed by staphylococci, these two organisms con- 
stituting 65 per cent of the total number, 

GeorceE E. Betsy, M.D. 


Moore, L.: The Surgical Removal of the Tonsils. 
Brit. M. J., 1921, ii, 437. 


Moore discusses the local methods of arresting 
serious hemorrhage from the tonsillar bed, such as 
pressure with gauze sponges, the application of 
hemostats, the ligating of vessels, and the suturing 
of the faucial pillars. 

The risk of subsequent hemorrhage can be mini- 
mized by keeping in mind the causes and by 
attention to the following precautions: 

1. In those cases in which surgical procedures 
are contra-indicated operation should not be per- 
formed or should be postponed. 

2. The operation should be performed only in a 
hospital or nursing home. 

3. Careful attention must be given to the prepara- 
tion of the patient for the operation. 

4. An expert anesthetist is necessary. 

5. The surgical procedure used should be one in 
which easy control of bleeding may be secured at 
the time of the operation. 

6. There must be adequate postoperative super- 
vision and care. O. M. Rort, M.D. 


Dutheillet de Lamothe, G.: The Surgery of the 
Palatine Tonsil (Contribution 4 l'étude de la 
chirurgie de l’amygdale palatine). J. de chir.. 
1921, xvili, 337. 

The author compares the various methods of 
removing the palatine tonsil and states that most of 
them are incomplete as neither the fibrous capsule 
nor the infected crypts are removed entirely. His 
own method, a modification of Vacher’s, consists in 
more complete liberation of the gland by dissection 
of the part adherent to the palatine arch and 
liberation of the superior pole not only in front but 
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also above and behind. Ethyl chloride is the anes- 
thetic employed. The liberation of the superior 
tonsillar pole is effected as follows: 

The left tonsil having been pulled into the mouth 
with the forceps, a buttonhole incision is cut in its 
middle third with a curved scissors sharpened on 
the outer as well as on the inner edges. The scissors 
is inserted under the palatine arch and cuts the 
triangular fold, His’ fold, etc. These thin membranes 
yield without resistance and there is little hemor- 
rhage. The tonsillar fossa being thus widely opened, 
the forceps holding the tonsil is basculated to draw 
the superior pole from the supratonsillar fossa in 
which it is almost always deeply embedded. At the 
same time the closed curved scissors is utilized as a 
dissector and to push the superior pole down; it is 
passed from the outside inward and sections the 
fibers which bind the tonsil to the walls of the fossa. 
When the superior pole is free the tonsil is removed 
by snaring its pedicle. 

For the right tonsil the posterior blade of the 
scissors is introduced under the triangular fold and 
the latter is severed by one cut from above downward. 
Strong traction being made on the tonsil, the ad- 
hesions fixing the superior pole are sectioned by a 
series of small cuts. The superior pole is disengaged 
by applying the concavity of the scissors at its 
upper part. W. A. BRENNAN. 


O'Malley, J. F.: Conditions Predisposing to He2m- 
orrhage in Tonsil Operations. Brit. M. J., 1921, 
ll, 433- 
The contra-indications to operation and the pro- 
phylactic measures are summarized as follows: 


CONTRA-INDICATIONS TO ( PERATICN 


1. Tonsile: (a) acute inflammation and quinsy; 
(b) ulceration (erosion of vessels); (c) malignant 
disease. 

2. Vessels in tonsil region: (a) pulsating and 
tortuous ascending pharyngeal, internal carotid, 
external carotid; (b) aneurism of same vessels; 
(c) angioma of fauces. 

3. Blood states affecting coagulability of the 
blood: (a) hemophilia; (b) purpura; (c) anemias; 
(d) soon after infectious fevers (temporary). 

4. Physiological changes related to blood loss: 
(a) menstruation; (b) menopause (temporary). 

5. Other diseases (affecting tissues of vessel 
walls and vasomotor control): (a) renal disease; 
(b) cardiac disease; (c) alcoholism; (d) syphilis; (e) 
thyroid gland toxin; (f) suprarenal gland toxin; (g) 
pituitary gland toxin. 


PROPHYLACTIC MEASURES 


1. In children: Exclude hemophilia. If present, 
treat. In adults: Exclude diseases mentioned 
above. If present, treat. 

2. Increase coagulability of the blood: Calcium 
lactate; horse serum; human blood serum; hemo- 
plastin; coagulose; coagulin (Kocher-Fonio); pitui- 
trin. 
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3. Increase constriction of vessels in arrest of 
hemorrhage: (a) adrenalin; (b) pituitrin. 
O. M. Rott, M.D. 


McKenzie, D.: The Treatment of Hzmorr hage 
in Tonsil Operations. Brit. M.J., 1921, ii, 440. 


McKenzie discusses the treatment of hemorrhage 
during and after operations on the tonsil. When the 
bleeding is from the posterior aspect of the anterior 
pillar he nips the raw posterior surface of the pillar 
with the side of a long straight pair of pressure for- 
ceps, pressing in the pillar between its jaws from in 
front with the forefinger of the disengaged hand. 
The point of the forceps being free, a ligature can 
be easily thrown over it. 

On the tonsil bed he frequently seizes the vessel 
with an old-fashioned pair of tongue forceps as it is 
easier to pass the ligature over the obtuse oval end 
of this instrument. 

He does not favor suturing the faucial pillars or 
ligating the carotid. 

If the bleeding points cannot be seen or secured, 
McKenzie favors the use of the Watson-Williams 
self-retaining clamp. 

In concluding his article he urges that the tonsils 
be removed by a cervical dissection from within, 
and that the old rule of arresting all hemorrhage 
at the time of the operation with forceps and liga- 
tures if necessary should invariably be followed. 

O. M. Rorr, M.D. 


New, G. B.: An Unusual Case of Bilateral Abduc- 
tor Laryngeal Paresis. Laryngoscope, 1921, xxxi, 
630. 


The author reports a case of bilateral abductor 
paralysis observed at the Mayo Clinic. 

It has been demonstrated by Russell that the 
fibers supplying the abductor muscles of the larynx 
run in a distinct bundle on the inside of the recurrent 
laryngeal nerve and can be isolated and stimulated. 
Further, it is known that on prolonged stimulation 
of the recurrent laryngeal nerve, the abductor 
muscles are the first to cease their function, and 
that clinically, abductor paralysis due to involve- 
ment of this nerve or to central lesions is not 
uncommon. 

In the case reported, use of the voice for a frac- 
tion of a minute so tired the abductors that the 
onset of paralysis could be observed. The patient 
was 64 years of age and for four years had suffered 
from chronic anterior poliomyelitis. He had atrophy 
and weakness of the lower extremities and to a less 
degree of the upper extremities, with beginning foot 
drop and fibrillary twitchings. The first laryngo- 
scopic examination showed normally active cords. 
On repeated phonation the abductors on the right 
side gave out completely and the right cord assumed 
a position of definite abductor paralysis. On the 
left side the condition became about half as marked 
asontheright. After a rest of five to ten minutes 
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recovery was complete. Paralysis was produced 
several times in the manner described and was noted 
by other observers. J. W. Ross, M.D. 


MOUTH 


Shearer, W. L.: The Pathology of the Mouth and 
the Surgical Principles of Its Removal. J. 
Radiol., 1921, ii, 1. 


Shearer reports that in a large number of cases 
of chronic alveolar abscesses and other disease 
conditions of the teeth the removal of the teeth 
does not remove the condition as the latter usually 
involves the bone surrounding the teeth. He there- 
fore recommends the following procedure: 

The muco-periosteum is reflected up to the root 
ends of the tooth sockets, the external alveolar 
plate of bone is taken off, and the diseased area then 


removed. The bone is smoothed, leaving no jagged 
edges, and the lingual, buccal, and gingival mucosa is 
trimmed and then sutured with horsehair. The 
sutures are removed in from four to five days. 

In many cases antrum diseases are due to drain. 
age into the sinus from an alveolar abscess around 
the root ends of non-vital teeth. The author claims 
that the following principles should govern the 
treatment of chronic infection in the maxillary 
sinuses: 

1. If the antrum disease is of dental origin, the 
dental pathology should be taken into consideration 
and removed. 

2. Well-established drainage must be considered. 

3. The type of the operation should be one 
whereby ocular observation of the entire antral 
cavity can be had in order that polypi may be 
removed. M. N. M.D. 
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